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PREFACE 


We are extremely pleased to publish the report of the 
workshop on promotion of mental health held at Kochi on 11-13 
November, 1991. 


We planned this workshop in order to highlight the potential 
of promotion of mental health and primary prevention of mental 
illness. And this to be done with the very active participation of 
the people. Hence the theme: “Promotion of mental health with 
community participation”. 


This is in contrast to the conventional approach of looking 
at mental health in the limited perspective of caring and curing the 
mentally ill. 


We envisage promotion of mental health as a continuous 
process starting from pregnancy. The parents, teachers at various 
levels, social workers, religious leaders, health workers and others 
have a very decisive role to play in helping people to develop healthy 
personalities. Our aim is to make people realize this and to provide 
for specific guidelines to assist them in this task. 


The workshop was planned as a first step towards building 
up a movement for this purpose. The workshop was organized with 
the following specific objectives in view: 


1. To clarify the concept of mental health and understand 
its dynamics. 


2. To understand the present day mental health programme 
in India, with special reference to Kerala. 


3. To work out specific measures one can adopt to ensure 
mental health of the individual, the Gres: the children 
and associates. 


4. To facilitate building up a team of people committed to 
promotion of mental health according to this new under- 
standing. 


5. To initiate steps to form a network of individuals and 
organizations to promote a people's movement for 
promotion of mental health. 
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Our effort was to assemble a team of resource persons known 
for their expertise in the field of mental health and their commitment 
to community level programmes. We were fortunate enough to have 
the active association of a galaxy of academic luminaries 
acknowledged in their efforts to make promotion of mental health 
a community effort. 


As participants, we had a group of people with wide ranging 
experience in the fields of social work, health education, medicine, 
youth counselling, value education, spiritual work, etc. and have 
a known commitment to community health programmes. In fact, 
there was only a very thin line separating the participants from the 
resource persons. 


The three days of interaction among the resource persons and 
the participants led to very innovative ideas and constructive 
suggestions. We are now publishing this report with a view to 
document the proceedings of the workshop and to provide those 
who want to involve themselves in promotion of mental health, with 
concrete guidelines for action. 


The idea of the workshop on promotion of mental health with 
people’s participation was first mooted by CHCRE. We found ready 
acceptance of this idea and several agencies and persons came 
forward to support, sponsor and assist in this programme. I am 
extremely grateful to Fr. John Vattamattom SVD, Executive 
Director, CHAI, Secunderabad, for his support and patronage of the 
proposal. CHAI, CMAI and VHAI also came forward to associate 
with the organization of the workshop. 


The following are some of those involved in the planning and 
organization of the workshop: Drs. R. Parthasarathy and Mohan K. 
Issaac, NIMHANS, Bangalore, Drs. Ravi Narayan and Thelma 
Narayan, Community Health Cell, Bangalore, Drs. George Joseph, 
Seethalakshmi George and Mr. Rajan Mathai, Kusumagiri Mental 
Health Centre, Kochi, Mr. N. R. Menon, Master Coaching Board, 
Kochi, Smt. Vijaya Mukundan, St. Theresa's College, Kochi, Fr. 
Philip Kallarackal, Foundation for Alternative Medical Sciences, 


Kochi and Fr. Jose Alex, Principal, Rajagiri College of Social 
Sciences, Kalamassery. 


The financial support for the conduct of the workshop came 
from MISEREOR, Germany. The World Health Organization has 
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provided for the publication of the report. Our thanks are due to 
MISEREOR and WHO. 


Dr. Norman Sartorius, Director, Division of Mental Health, 
WHO, Geneva, Switzerland has evinced keen interest in this 
workshop and the follow up measures originating from this exercise. 
I am glad to acknowledge his support to this exercise. 


This workshop had the benefit of the association and involve- 
ment of the National Institute for Mental Health and Neuro Sciences 
(NIMHANS), Bangalore. The presence of several of the faculty 
members of NIMHANS together with Dr. S. M. Channabasavanna, 
Director, Dr. G. G. Prabhu, Head, Department of Clinical 
Psychology, and Dr. R. Srinivasa Murthy, Head, Department of 
Psychiatry was indicative of the measure of importance NIMHANS 
accorded to this workshop. We are looking forward to greater col- 
laboration, assistance and support from NIMHANS in the follow up 
programmes. Dr. R. L. Kapur, Deputy Director, National Institute 
of Advanced Studies, Bangalore, Bp. Lawrence Mar Ephraeme, 
Secretary General, Catholic Bishops Conference of India and Dr. R. 
M. Varma, Emeritus Professor, NIMHANS, Bangalore, deserve our 
special mention. 


Dr. C. M. Francis, Director, St. Martha's Hospital, Bangalore 
has been closely involved in the planning and organization of this 
workshop from its very beginning. He has also undertaken the 
onerous responsibility of editing the report and making it ready for 
publication. I like to place on record my deep appreciation and 
gratitude to him. | 


Finally, I like to state that this workshop and the publication 
of the report has been the result of long hours of hard work put 
in by several persons. Expressing my satisfaction at the end 
product, may I record my appreciation to each and every one of them 
who has been associated in this effort. The workshop has rightly 
called for observing the 90-s as the decade for promotion of mental 
health with people's participation. We are aware that this is the 
beginning of a long journey. Hand in hand we wilt move ahead. 


P. O. George, 
DIRECTOR, CHCRE. 
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INAUGURAL SESSION 


WELCOME 
PRESIDENT 
INAUGURAL ADDRESS 
KEYNOTE ADDRESS 
VoTE OF THANKS 


MASTER OF CEREMONIES 


Fr. JosE ALEx CMI 

Dr. JAMES T. ANTONY 

Bp. LAWRENCE MAR EPHRAEME 
Dr. R. L. Kapur 

Mr. N. R. MENON 

Mr. P. O. GEORGE 


The inaugural Session started with invocation by Smt. Vijaya 
Mukundan, Lecturer, St. Teresa's College, Ernakulam. 


Fr. Jose Alex, CMI, Principal, Rajagiri College of Social 
Sciences, Kalamassery, welcomed the gathering. 


WELCOME ADDRESS 


"I Cosider-this a historical moment, which might, with God's 
Grace, be of immense importance to our approach to promotion of 
mental health. I hope that this workshop marks the beginning of 
a movement to make promotion of mental health a people's effort. 
We, at the Rajagiri College of Social Sciences and the Centre for 
Health Care Research and Education, are particularly happy to have 
taken the initiative in organizing this workshop. 


We have found a great deal of interest for this workshop 
among people of all walks of life. This is seen from the large number 
of participants, resource persons and observers we have today. We 
have here about 50 full-time participants, about 30 observers and 
nearly 30 resource persons. This is a very rare gathering. The 
participants have a long association with the fields of community 
health, value education, youth counselling, spirituality, etc.. We 
have tried to bring together the best available resource persons. 
This has been done with a view to making this a worth-while 
exercise and to ensure that we have follow up programmes. I am 
sure that this selectiveness will show results. 


We have with us students from the Rajagiri College of Social 
Sciences, Kalamssery. We also have teachers from various schools 


of this city. I hope this exercise will be most rewarding for them 
too. 


The members of the press are also with us. Needless to say 
that the press play an important role in promotion of mental health. 
Once again, friends, we welcome you to Kochi and to this workshop." 


INAUGURAL ADDRESS 


Rr. Rev. Dr. LAWRENCE MarR EPHRAEME, 
SECRETARY GENERAL, CBCI, THIRUVANANTHAPURAM 


I bring to you my personal greetings this morning. We are 
gathered here for this workshop, perhaps unique in its nature: the 
promotion of mental health through community participation. | 
should like to begin by recalling a few incidents which pained me 
very much. One day I was returning to my place from Trivandrum 
in the car. It was about 11 a. m. Marthandom is a market place 
and I could see a middle aged woman, dressed like a bride walking 
through the street. I was told that she was the wife of a very devout 
catholic, a member of my parish. On the following Sunday during 
the sermon I spoke to my people about the pain I felt during this 
incident. On another occasion, I saw a man who had been chained 
for a few months. I asked the people to unchain him and leave 
him free. On yet another occasion I found that another person was 
making money out of the business of ridding people of the devil 
by chaining. When I was a priest, somebody knocked at my door 
late at night. He was a man of my parish. He was abnormal. | 
kept him for the night and the next day sent him to a mental 
hospital. After a few months he came back. . He was quite normal. 


When one is mentally ill, acutely ill, all of us are worried, 
we consider it as a social problem, a social malaise. Even in a 
family, if a person happens to be of this kind, they want to keep 
him out of sight of others. They desire that nobody should come 
to know of such a person in the family. 


We know that many of the patients are getting cured; if so, 
can they not be cured a little early? Should we allow them to 
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advance to a severe state and then let them undergo severe 
treatment like ECT and other methods of treatment? If they are 
curable at that stage, they are curable at an early stage. Therefore 
we should adopt methods to see that they are given early treatment 
and people are made to know of the early symptoms of this disease, 
so that patients are cured early. Second, those acutely ill, when 
cured have problems of their rehabilitation. 


Now again a thinking, can this illness be prevented like 
several other diseases? And if so, what is to be done? You will 
study in detail during this workshop all these aspects of mental 
illness and health. How to identify them? How to cure them? How 
to rehabilitate them? Whether it can be prevented? And if so, how? 
That is one process. 


Now Kerala, our State, has been qualified by a very eminent 
person, none other than Swami Vivekananda, as a home of the mad 
people. Whether it is a realistic picture or it is a joke needs to be 
ascertained. But if a person like Swami Vivekananda’s first 
impression was that, we need to take it seriously. When another 
one looks at Kerala and the people in Kerala, the impression is 
different. We ourselves say that Malayalees are great outside Kerala; 
they can discipline everyone and even rule the world. But the same 
people when they come to Kerala fail miserably even in the matter 
of forming a queue at the ticket counter. The problem of mental 
disability is great in our state. To tackle a problem of this kind, 
what means can be used? One or a group of experts giving speeches 
will not suffice. Because when this problem is growing big, the 
solution or our attempt to master it also has to be big. 


Mental illness and mental asylum are very easily associated. 
Mental patient means, take him to the asylum, if possible leave him 
there throughout his life time. Only recently we have started 
thinking about bringing cured people out to live normal lives. 
Institutions are necessary but institutions alone cannot solve the 
problems. Then, what next? Several activities have been tried. The 
first attempt was to break the idea of institutional care of patients 
and go to the community. That is community oriented programmes 
to be initiated from the institutions. Community oriented activities: 
team of medical personnel from institutions going to the community 
and rendering services. Well and good. Institutions from where 
we can go and activities which can be spread from these institutions 
again will be limited. Now comes the question: can we focus 
attention on the community based care of mental patients ? What 
is the difference between community participation and community 
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based activities? Community participation means “I am in it and 
I request you to collaborate and participate”. We cannot say we 
all are doing this. But when community is responsible for the 
mental health and finding solution to the problems of persons, all 
of us have a part to play. It is the duty of this seminar to help 
the people to know what their role is and to identify their role in 
the solution. When we look at the problem in this perspective, every 
institution has a part. Everybody has to play their role and here, 
you'll learn about all those roles. 


A mention was made by Mr. P. O. George about a health 
programme. Yes, actually in 1978 the Alma Ata made a call for 
health for all by 2000 AD. And now we are here, at least some 
of us will ask “By 2000 AD what will happen” If health for all is 
going to be a reality, which I believe it is, it is not by what some 
highly placed medical persons will say or what governments may 
do but by what an ordinary rural person who has understood the 
concept of health will say and do. But when WHO says “All for 
Health”, I would add “through the volunteerism of people”. Because 
the idea of volunteerism is also coming to the world. But you know 
that UNO has declared a world day of volunteerism —December 5. 
It is the promotion of an idea that something can happen in the 
world only on the basis of volunteerism. In salary based system, 
how can you reach everyone? Particularly in developing countries 
who is there to pay them? 


To make mentally ill persons or persons prone to become 
mentally ill, healthy who is there or which organization is there? 
Some organizations may give some money. Well and good. But 
the problem is not going to be solved. All must get involved. That 
is why WHO changed to “All for Health”. Let each one help others. 
That means everybody has to be concerned and it is everybody's 
concern. Mental health again is not a concern of few but the 
problem to be handled by people at large, by all. So this seminar 
will highlight all these aspects. I wish you all success and all divine 
blessings. 


PRESIDENTIAL ADDRESS 


Dr. JAMES T. ANTONY 
Principal, 
Medical College, Kozhikode 


When we take up this topic of mental health, one feeling I 
have is that the whole topic of mental health being very extensive 
and vague, we need to clarify it. Mental health may bring in different 
kinds of imageries into our minds, depending upon the past 
experiences each one of us had. 


If we take up a prevalence study of the presence of mental 
illness in Kerala, it might be around 3.15 lakhs. In a place like 
Kochi, if we take the number of people with major disabling mental 
disorders the number will be astounding. 


Therefore we should clarify the topic of mental health. There 
are people who have major disabilities. Among these people also 
we must identify definite desease areas or entities to get a clear 
mental picture of what we are talking about. 


In any community mental health programme we must take 
the group with major disabilities first and in that context I must 
say that we must identify 3 or 4 major disabling conditions . A 
good number of chronic schizophrenics cannot be helped by their 
physicians due to a number of reasons. That is the situation where 
social workers and community programmes can help the patient 
in readjusting to the society. I feel that we must have chronic 
schizophrenics as one major target group. 


Another main target group we must have in a community 
mental health programme will be the profoundly mentally retarded. 
The recently formulated mental health legislation has considered 
mental retardation as a problem of educationists. But the 
profoundly mentally retarded unfortunately are not given special 
treatment or attention. Presently, even though we have a number 
of institutions or special schools, they are not actually equipped to 
deal with the cases which I have in mind. 


What is happening to mentally retarded in our system? The 
truth is that they cannot survive in our system. | feel that while 
we think of organizing social workers for mental health programmes, 
we must consider how well we can take care of the profoundly 
retarded persons also. 


In the third group—I should say this is a problem specially 
pronnounced in Kerala—is the recurrent affective disorders. The 
whole family is burdened not only economically but also socially. 


Even though we give a lot of discredit to drugs there is a drug 
which helps in avoiding this miserable state, the lithium salt. When 
the person is helped with prophylactic lithium, the onlooker will say 
that this person is absolutely normal, is productive and creative. 
Anybody observing the patient will admit that the recurrence of 
illness could be prevented through social worker's intervention. The 
cause for symptoms may be the discontinuation of medication. 
Hence social work has to be so organized that the sick person is 
to be provided with the drug which will make a great difference to 
the patient and his family. 


Fourthly, I should present as a target group for action the 
epileptics and those who have severe psycho-motor epilepsy, who 
have not yet been diagnosed, inspite of the fact that we have a large 
number of doctors and neurologists. Psychomotor epilepsy is very 
amenable to treatment. But unfortunately for want of proper social 
awareness and also the family problems we find that they suffer 
unnecessarily. This is particularly tragic because this condition is 
curable. 


The fifth should be gross personality disorders, drug abuse, 
alcohol abuse etc., Some of them could continue in the society if 
timely attention is given. The abusérs treat their family badly. But 
such persons need to be reformed. The law enforcing authorities 
of our country are unfortunately not so conscious of the personality 


problems people may have. These people will have to be taken away 
from the family and put into a proper correctional setting. There 
should be some social awareness on how to pick up problem cases 
by the law enforcers. I would like to include persons who take psy- 
chotropic drugs too. I feel even this term “drug abuse” has to be 
given up and instead, the term “psychotropic substance abuse” 
should be used. 


Let us take these five major groups separately and devise 
ways for tackling them. We often try to solve the problems in the 
medical mode. We think of aged parents taking shifts to make sure 
that their schizophrenic son is not doing any violent action. We 
do not think about the importance of understanding the family. We 
only give importance to drug therapy. 


I feel we should not take the view that mental hospitals are 
done away with. Mental hospital is an option which should be kept 
as a last resort. 


KEYNOTE ADDRESS* 


Dr. R. L. Kapur 
Deputy Director, 
National Institute of Advanced Studies, 
BANGALORE. 


* Transcribed from tape recording; abridged. 


Mental health has an important place in general health. And 
mental disorders have special significance among non-communi- 
cable diseases. India has been progressively developing basic health 
services infrastructure since independence. This is applicable to 
the field of mental health as well. 


Fifty years ago, a person talking about community care of 
mental patients was rare. Mental disorders were considered as 
punishments for the deeds in ‘Poorvajanma’. Mental patients were 
ill treated by the family. The community ostracized them. This 
situation was true abroad as well as in India. 


In the west, families were unable to take care of their mental 
patients and were not interested in cooperating with the treating 
authorities. Mental patients were sent to asylums where they were 
ill-treated and put to chains. With the introduction of ideas like 
compassionate care, community psychiatry and community mental 
health movements and introduction of tranquilizers, the attitude 
towards the mental patients has changed a lot. The tranquilizers 
helped to a great extent in symptom removal and in treatment of 
violent and bizarre behaviour. With the introduction of half-way 
homes it became possible to treat the patients in a home like 
atmosphere which in turn helped a lot in rehabilitating them into 
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the community. Studies in the area showed that continuous 
hospitalization, instead of helping the patient, will only lead to 
chronicity. 


All these activities in the west helped a lot in bringing down 
the stigma attached to mental disorders. But unfortunately the 
number of people with mental health problems also increased in 
number. In USA they have built a large number of half-way homes 
and community care centres for mental patients, and ex-mental 
patients. All of them are running full to date. Extreme 
medicalization also had an impact. Doctors began to medicalize 
the problems instead of trying to improve the familial social problem. 


In India also the situation in the field of mental health was 
not much different. Before independence there were no clear plans 
for the care of the mentally ill persons. The approach was largely 
to build asylums which were custodial rather than therapeutic. 


Dr. Vidhyasagar, in the 1940s, introduced the idea of 
involving the families in the treatment of mental patients. He 
encouraged the families to visit their patients and participate in the 
treatment programme and hospital activities. The findings of his 
experiment were very significant. He found out that the involvement 
of the family helped a lot in the patient's improvement. It also 
helped to reduce the hostility in patients for having been abandoned 
in a mental hospital. It proved to be a rewarding experience to the 
relatives too. Relatives learned ways to improve the mental health 
of the patient in the house. This experiment on the whole had a 
great impact on the mental health scene. 


In the 1950s and the early 60s the entry of tranquilizers was 
another milestone in the field of mental health. Quite a number 
of uncontrolled patients could be controlled and their illness could 
be remedied with the treatment. Psychiatric camps in remote 
villages and out-reach programmes and open-door policies helped 
to bring down the stigma associated with the disease. 


It is important to note that WHO international conference on 
primary health care has included promotion of mental health as 
one of the 8 components of primary health care. 


In 1975 two centres, Bangalore and Chandigarh, examined 
the feasibility of including mental health care as part of general 
health services. The results have indicated clearly that the mental 
health needs of the community are significant. It was further shown 
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that it is possible to develop simple training materials to suit the 
needs of PHC personnel and to train them to carry out a limited 
range of tasks to benefit the mentally ill in the rural areas. 


Thus the approaches to development of services have been 
a rapid transition from mental hospitals to community care. The 
culmination of all these developments has been the National Mental 
Health Programme (1984) which outlines an approach for basic 
mental health care to all in the near future. 


The training of doctors and health workers for early 
identification of mental disorders had a great impact. But we still 
have a long way to go. 


In the 1960s community centres for mental patients were 
started in the U.S. The aim of this was to treat a mental patient 
in halfway homes or their own homes. The families were not 
cooperative to this and the mental patients became homeless. This 
was the situation in 1987. The attitude is still the same. The poor 
are poor and the sick are sick because of none of their own faults. 


In our present system, there is increasing medicalization of 
distress. One-third of the patients going to the doctors have 
psychological problems but are treated with drugs indiscriminately. 
It is high time that we thought about involving the community for 
the promotion of mental health. 


Regarding legislation, we are still following the Indian Lunacy 
Act. Even the new Mental Health Bill gives more powers to the 
doctors to take decisions about the mental health of a person. 


Our media have a significant role in the promotion of mental 
health. Medical personnel can help to educate the masses regarding 
mental illness. Media have the responsibility to provide correct 
information. For this, they have to learn these issues. The usual 
trend of the media is to sensationalize issues relating to mental 
health. This needs to change. 


Mental health activists should not end up with just treating 
the mental patients. They should also look at the problems of 
normal people. Principles of mental health should be taught to the 
public. The promotional activities should look into the pressing 
problems of the present day. The greatest stress in our life is created 
by the powerful over the powerless and the rich over the poor. We 
have to work towards promoting a political will to resolve these 


issues. 


11 


DEVELOPMENT AND CURRENT STATUS OF 
MENTAL HEALTH CARE SERVICES IN INDIA 


Dr. MOHAN ISAAC 


Additional Professor of Psychiatry, 
NIMHANS, Bangalore - 560 029. 


Mental Health and care of the mentally ill have generally been 
neglected areas in the field of health care in India. Ignorance and 
widely prevalent misconceptions about various aspects of mental 
illnesses have contributed to this neglect, resulting in poor demand 
and under-utilisation of mental health care services. However, in 
recent years, there has been a growing awareness of the prevalence 
of and suffering caused by mental illnesses as well as the need for 
promotion of mental health. 


Mental Hospitals 


Till the late 1960s most of the mental health care services 
in the country centred around the mental hospitals. Although 
various alternative forms of care have subsequently been developed, 
mental hospitals continue to play a major role in delivery of services. 
There are 41 mental hospitals in India with a total bed strength 
of about 20,000. Most mental hospitals were built before India 
attained independence. Some of them are more than 100 years 
old. Mental hospitals were continued to be built till the mid 60's. 
The last of them - the Sahadra Mental Hospital in Delhi - was started 
in 1966. The 41 mental hospitals are situated in different parts 
of the country with some states like Maharashtra and Kerala having 
more than two hospitals. Many states do not have even a single 
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mental hospital. The Amritsar mental hospital caters to the needs 
of Punjab, Haryana, Himachal Pradesh and Chandigarh; the Tezpur 
mental hospital caters to the requirements of the north-eastern 
states (Assam, Meghalaya, Nagaland, Mizoram, Manipur, Arunachal 
Pradesh and Tripura); and the Ranchi Manasik Arogyashala admits 
patients from Bihar, West Bengal and Orissa. The bed strengths 
and sizes of these hospitals are varied. While some are nearly 2000 
bedded, others have facilities only for 100 to 200 patients. 


Overcrowding, large percentage of chronic long-stay patients 
who cannot be discharged, poor resources and funding and lack 
of adequately trained and motivated staff have contributed to poor 
quality of care and services in these hospitals. Most of these 
hospitals lack facilities for rehabilitation. They add to the 
stigmatisation of mental illness. 


The past few years have witnessed certain changes taking 
place in the mental hospitals, though slow. Amongst the many 
factors which initiated mental hospital reforms in India during the 
1980's, growing interest of the 'media’ about quality of care in 
mental hospitals and ‘public interest litigations' about issues 
relating to mental hospitals are significant. They have, in no small 
measure, contributed to improvements in many mental hospitals 
in the country, notably the hospitals at Ranchi, Trivandrum, Delhi 
and Pune. The increased availability of Governmental funds for 
running of the Ranchi Manasik Arogya Shala was made possible 
by an order of the Supreme Court in response to a public interest 
litigation by a private citizen. Widespread media coverage of the 
functioning of Trivandrum mental hospital resulted in the 
constitution of ‘Commissions of Enquiry' and ultimate improvement 
of conditions in the hospital. 


The mental hospitals in the country are beginning to acquire 
newer roles and functions. Many mental hospitals, now run regular 
outpatient services for ambulatory care of new patients and follow- 
up and aftercare of the discharged patients. Rehabilitation services 
of various types which never existed before, are being added. The 
average period of hospitalisation is being reduced by several 
conscious efforts. Some hospitals have opened new 'short-stay 
wards' and ‘open-wards'. Mental hospitals with these newer 
functions will continue to be a major component of mental health 
services in India especially for the care of severely disabling 
conditions. 

General Hospital Psychiatry Units 


General hospital psychiatry units, though started in the 
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1950's, were very few all over the country till 1970. In the past 
two decades, an increasing number of such units have been started 
in different parts of the country. Today, capital cities of the states 
and many large cities in the country have such units. The bed 
strength of these units vary from a few beds to about 50, depending 
on the size of the general hospitals where they are situated. They 
admit persons who require hospitalisation for short periods and 
always with a family member to attend on the patient. The situation 
of the psychiatry units in the setting of the general hospital, 
constant involvement of family members in the care of the patient, 
shorter periods of hospitalisation and more active treatment 
strategies have contributed to reduction of stigma and greater 
acceptance of psychiatric services. The general hospital psychiatry 
units movement is steadily growing in the country with more units 
started each year in different parts of the country both in the 
Government and private sectors. States such as Kerala and Tamil 
Nadu already have psychiatry units in all the district head-quarters 
hospitals while many other states are currently opening such units 
in as many districts as possible. 


Community Mental Health 


Although an increasing number of general hospital psychia- 
try units were being started in different parts of the country and 
qualitative changes in the functioning of mental hospitals were 
beginning to occur, several field surveys of mental disorders carried 
out in representative samples of populations in various parts of the 
country during the period 1970-80 showed that mental ill health 
in the community had become a public health problem. The 
prevalence of severe mental disorders (all forms of psychotic and 
organic disorders) was estimated to be about 1% and epilepsy about 
1.5 to 2%. The rates of minor mental disorders (neurotic disorders) 
varied and alcohol and drugs related problems were on the increase. 
It was realized that all the existing facilities for care did not meet 
the requirements of even 10% of those who required them. Studies 
had also revealed that about 15 to 25% of all consultations at 
primary health care settings were due to distress resulting from 
psychosocial factors. 


Based on the recommendations of a WHO Expert committee 
on organisation of mental health services in developing countries, 
pilot programmes were started to integrate basic mental health care 
with existing primary health care services by training the primary 
health care personnel. These programmes were started in 
Bangalore and Chandigarh during 1975-76. By early 1980's it was 
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shown that basic mental health care can be meaningfully provided 
by trained primary health care personnel. The Alma-Ata declaration 
by member-states of WHO on "Health For All By 2000" in 1978 had 
identified "promotion of mental health" as one of the components 
of primary health care. 


In 1982, a comprehensive National Mental Health Programme 
for India was formulated with the main objectives of : 


i) Prevention and treatment of mental and neurological disorders 
and their associated disabilities 


ii) Use of mental health technology to improve general health 
services, and 


iii) Application of mental health principles in total national devel- 
opment to improve quality of life. The National Mental Health 
Programme states: "It is essential that the role of all mental 
health institutions in India becomes more active in concerning 
themselves with the social mechanisms involved not only in the 
development of mental illness but also in the more important 
issues of maintaining mental health" 


During the past decade many states in the country, notably 
Karnataka and Maharahstra, have begun to implement the national 
mental health programme in a staggered manner. The future de- 
velopment of mental health gervices in the country is likely to be 
based on the objectives and recommendations of this programme. 
Currently, material and expertise required for extension of 
community based mental health care through the existing primary 
care infrastructure in the country are available, after series of pilot 
testing and evaluation. These include simple instruction manuals 
on Mental Health Care for primary health centre doctors, 
multipurpose workers and other staff, training packages, simple 
recording - reporting - feed back formats, health education materials 
and strategies for supervision of trained primary care personnel. 


Other Developments 
1) Training personnel 


Facilities and opportunities for obtaining training in various 
aspects of mental health have been steadily increaSing all over the 
country. More than 100 psychiatrists graduate from various 
training centres every year. Clinical Psychologists, Psychiatric 
Social Workers and Psychiatric Nurses are trained mainly at the 
National Institute of Mental Health and Neuro Sciences. Various 
types of short-term training programmes in counselling, human 
development, suicide prevention and care of severely disabled 
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psychiatrically ill persons are available for people with different 
training backgrounds including lay persons. Such trained 
personnel are also able to find employment even outside the 
organised mental health care sector, for example, many industries 
now employ social counsellors. 


2. Non-Governmental Organisations (Voluntary Sector) 


Unlike in the past, many voluntary organisations have come 
up in different parts of the country to work in the field of mental 
health. These include organisations like Medico-pastoral Associa- 
tion, Helping hand, Richmond Fellowship (India) and Atma-shakthi 
Vidyalaya in Bangalore, Schizophrenia Research Foundation 
(SCARF) and Sneha in Madras, Abhaya in Trivandrum and Sanjivini 
in New Delhi. While many voluntary organisations offer walk-in- 
counselling facilities for various types of minor psychiatric 
problems, some run rehabilitation centres (day care) and half-way- 
homes for more severely disabled psychiatrically ill. There are also 
organisations like the Christian counselling centre in Vellore which 
conduct regular short-term and long-term counselling courses. In 
a large country like India with a population of over 850 million, there 
is need for larger number of organisations in the non-governmental 
sector to develop innovative programmes for prevention and 
treatment of mental disorders and associated disabilities and also 
for promotion of mental health. 


3. Private Sector 


A most visible and significant development in the field of 
mental health services during the past few years is the growth of 
a private sector especially in the urban areas. Private hospitals, 
psychiatry wards in private general hospitals and nursing homes 
and hospitals exclusively for psychiatrically ill and private 
consultant practitioners have all been steadily increasing in most 
metropolitan and larger cities in the country. While these facilities 
have added to the overall availability of services, they cater to the 
needs of only certain sections of the society such as urban middle 
and upper classes. 


4. Legislation 


The archaic Indian Lunacy Act of 1912 has been replaced by 
the Mental Health Act, 1987 which has several positive features. 
However, even 5 years after the passing of the Act, it has not been 
implemented all over the country. 


In response to the growing problems due to increasing 
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availability and abuse of narcotic drugs and psychotropic sub- 
stances in different parts of the country, the Narcotic Drugs and 
Psychotropic Substances Act was formulated and passed in 1985. 


5. Changing patterns of morbidity and utilization of Services 


Unlike in the past, during the last 5-10 years more and more 
persons with various minor mental disorders and psycho-social 
problems are beginning to seek mental health care services. Special 
needs of certain categories of the population namely children, aged, 
women and the rural underprivileged have been recognized. There 
is an evergrowing need for prevention, treatment and rehabilitation 
of persons with various substance use related disorders. During 
the past few years, specialized drug deaddiction centres have come 
up in different parts of the country. 


Conclusion 


The public health consequences of mental and psychosocial 
disorders are realized today, more than ever before. Although 
availability of a variety of mental health care services has steadily 
increased, there is still a wide gap between the existing morbidity 
and needs/demands and the available services. With the current 
pace of urbanisation, industrialisation, economic changes and 
development and the resultant social change taking place in the 
country, the demand for mental health services is likely to increase. 
The traditional mental health care services so far have largely been 
focussing on treatment and care of mentally ill persons. It must 
be realized that the concept of mental health encompasses the 
optimum development and functioning of the individual allowing the 
realization of aspirations and satisfaction of needs as well as the 
ability to change or cope with the environment within the context 
of family, cultural, social and community parameters (WHO). The 
promotion of mental health should not be confined to the activities 
of health care professionals alone but should involve others like 
families, community groups, social services, education services, the 
legal and law enforcing professions and others. 
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THE ART OF MEDITATION - ITS 
THEORY & PRACTICE 


GOvVIND BHARATHAN 
Advocate, High Court of Kerala, 
Kochi. 


Whatever we see around us is the concretization of an 
abstract idea in the intellect of some person. All things can be 
traced back to an idea in the intellect, which developed into thought 
at the mental level and finally action at the physical level. A table 
was once an idea in a carpenter's intellect, which subsequently 
became a thought at his mental level and when he bought the wood 
and actually worked on it, it finally resulted in the creation of the 
table. If you stretch this idea to infinity, the entire created universe 
can also be seen as the concretisation of an idea in the cosmic 
intellect, translated into thought at the cosmic mind and finally 


actions at the cosmic physical level resulting in the created universe 
around us. 


The transition of an idea into action and the resultant created 
object at the human level occurs in the microcosm. The projection 
of this concept in the macrocosm is the created universe. We can 
see this common path, this common trend of transition from an 
idea to an object, the microcosmic man and the macrocosmic 
universe. It then becomes interesting to examine what the 
motivation is behind such an idea coming into the intellect in the 
first instance. Every action is motivated by a desire for happiness. 
Let us call this “Bliss”. We perform all actions with the intention 


18 


of achieving bliss for ourselves or for others, depending on our 
inclinations. In our quest for bliss, these ideas are formulated in 
the intellect which later become thoughts at the mental level; get 
translated into action at the body level, and we create our world 
around us motivated ultimately by our desire to attain this bliss. 
This is the infallible law at the worldly level. 


Meditation is the reverse of the process of this particular 
transition from ideas to action. By meditation we see from the 
action or its end product, the cause from which such an action 
arose; go back to the thoughts that created this action, back to the 
idea that gave rise to these thoughts and then further back into 
the bliss which was expected to arise from the idea, the thought 
and the action. Such an intelligent enquiring introspection would 
normally result in the understanding that in spite of our unremitting 
attempt to achieve bliss by acting in the world outside, we have 
been hitherto totally unsuccessful. Gradually the understanding 
arises that happiness is not a thing which we achieve from the world 
outside. This happiness must be searched for and achieved from 
within ourselves. The process from a bliss motivated idea to thought 
and action in the world outside is the characteristic of our daily 
life. The reverse process, ie., going back from this world and its 
objects to the thoughts that created this world and its objects and 
from there back to the ideas from which these thoughts arose and 
from that sphere to the concept of bliss behind the motivation of 
such ideas, is meditation. 


It is the law of existence that the past conditioned by the 
present is the future. The past moment conditioned by what we 
make of it now, results in the future moment. The past is like a 
box which is locked and key thrown away and the future is like 
a box which is locked and of which we do not have the key. The 
only key available with us is to unlock the present, the glorious 
living present. Unfortunately in our daily lives, we are either 
constantly living in the past or constantly worrying about the future, 
forgetting that this great gift of the present, this vital living present 
is frittered away in endless worry about the past and useless 
thoughts about the future. Halting this trend and consciously 
attempting to experience the present, the glorious ltving moment 
that is now and here, is meditation. 


We waste our life too often thinking about the dead past. The 
dead is death-dealing. The future is totally unknown and 
unknowable. We spend all our time in fantasies about something 
which we are not even sure will ever come to us. This is the most 


19 


useless and criminal waste of life, to forget to live in the present and 
to live in the realm of past memories or future hopes. Living in the 
present is the science of a fulfilled and fruitful life. Every moment 
lived in the present becomes a brick in the edifice of success. In 
meditation, the meditator learns to give up all worries about the past, 
all fantasies about the future, and learns to intensely experience the 
living present. This intense attempt to experience the present is 
meditation. 


Very often we concieve of prayer as a perpetual begging fora 
variety of gifts from the Almighty. There is an old story of a courtier 
who once approached a great Emperor and was told to wait as the 
Emperor was praying. The courtier listened to the Emperor's prayers, 
and when the prayer session was over and the Emperor came out and 
graciously received him, the courtier said: “Oh great Emperor, I had 
come here to beg from you fora few paltry things required for my living. 
But when you were praying I realised that you, the Emperor, was the 
greatest of the beggars. You were begging to the Almighty for things 
I cannot even concieve of. I return, because I do not want to beg ofa 
beggar”. 


Prayer is not begging for something from the Lord. Very often 
in the name of prayer in any of its forms, we unconsciously carry on 
a one way conversation with God mainly in the form of a series of 
requests for his grace, for mercy and for his protection. Very often we 
forget in our persistent one way conversation that he may be trying to 
tell us something. Meditation is the silence during which man tries to 
consciously listen to the word of God within. Listening for the voice 
of God in total silence is meditation. 


Meditation again is a total relaxation, a perfect shanthi. This 
relaxation is not inaction. The string of the veena when left loose is 
useless, and when it is over tight, it tends to snap. But when it is tuned 
perfectly, even a casual touch will manifest its inherent music. This 
is the art of meditation, tuning the body, mind and the intellect to 
perfection so that with the casual touch of the Master's hand, our 
inherent divinity locked as it were in the veena string is released in the 
form of a beautiful harmony. The Master's hand constantly hovers 
over us. But his touch does not result in divine harmony since we are 
not tuned to perfection. In meditation we prepare ourselves for the 
grace of His touch so that inherent divinity can flow out from our inner 
selves and enrich the world with its melody. 
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The mind is like a lake. It is full of ripples mostly created 
by us. We cannot see the reflection of the vast sky above, as the 
water is agitated and full of waves created by our own actions. Again 
we cannot see the reflection of the sky and the clouds and the sun 
when there are ripples on the lake surface. 


The Sub-Conscious mind never forgets anything it experi- 
ences. All impressions are printed on the sub-conscious mind. No 
impression of any sight, touch, taste, smell or experience it has had 
is ever forgotten. But this memory bank is useless if we cannot 
bring it out and utilize it. It becomes like a computer memory 
without the screen to project information. Under deep hypnosis, 
when the conscious mind is still, we can make a person remember 
his past and relate each and every experience in his sub-conscious 
mind. It was discovered by a team of researchers in the United 
States headed by Dr. Wambark that under hypnosis one could take 
the subject back into his past, right up to the first post-natal 
moments. One can remember every impression the child 
experiences even on its first day. But then to everyone's great 
surprise it was discovered that even when the child was in the 
womb, it could receive impressions of all that was going on in the 
mother’s life and mind. Then Dr. Wambark pushed back the 
memory frontier past this life and found that one could remember 
everything that happened even in one’s past lives. Some people, 
it was discovered, could speak in strange tongues and could recall 
that they had lived in different places. 


We have looked at meditation from various angles. We have 
tried to define the various facets of meditation. Meditation is life. 
Meditation is the normal state of human existence. But we in our 
mad chase after the things of the world, forget our basic intrinsic 
nature and thus have to learn to quieten the body, still the mind, 
calm the intellect so that we can transcend and attain the bliss of 
being in harmony with nature. 


Meditation and concentration 


Very often the beginner in meditation confuses meditation 
with concentration. Concentration is at the sense level, at the body 
level in the world outside. 


Meditation is the art of stilling the conscious mind. When 
the surface of the lake is perfectly still one can observe all the 
treasures in the lake. 
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At the same time, the great canopy of the sky, the brilliant 
silver clouds, and the glorious sun, are all reflected on the surface 
of the lake. All that is required is that the ripples on the surface 
of the lake are made still. In other words, all that is required is 
that the conscious mind should be stilled and made absolutely calm 
and all the treasures that have been stored in the sub-conscious 
mind even in its previous births can automatically be made use of. 
At the same time the great glory of the superconscious is also 
reflected on the still mind. In the process of meditation, by stilling 
the mind we get total mastery over our instinctive subject conscious 
mind, while at the same time we are able to reflect the greatness 
and glory of the super-conscious force which is above. 


Meditation is beyond the senses. Even when we drink a cup 
of tea or read the daily newspaper, we are unconsciously 
concentrating on what we do. In meditation our attempt, on the 
other hand, is to transcend the senses and to go beyond 
concentration to contemplation of the world, our mind reacting with 
the world, and using this contemplation as a spring board to take 
off into the realms beyond the senses. 


THE PRACTICE OF MEDITATION 


Now we can go to the actual practice of meditation and the 
various pre-conditions and principal requisites for successful 
meditation. One of the most important factors before meditation 
is to learn to relax the body. Sit in a comfortable position preferably 
in sukhasan and consciously relax every part of the body. 
Contemplate every part of your body, starting from your feet and 
coming up to the top of your head. Locate seats of tension in any 
part of your body. Give yourself a thorough thought massage, 
starting from your ankles, your calf muscles, your thighs, your 
pelvic region, your stomach, your chest, your arms, your neck, your 
cheek, your forehead and finally the top of your head. Imagine your 
body to be a glass of soda water. Contemplate all your tension as 
escaping from your body like soda bubbles escape from the glass. 
When you have finished this general thought massage, send your 
mind back again to any special seat of tension which may remain 
in any part of your body and give that part a special thought 
massage. Thus with this general thought massage and the special 
localised thought massage eradicate the last remaining seat of 
tension and achieve total relaxation of the body. This is the pre- 
requisite for successful meditation. 
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The stage is set now for the next step. Close your eyes very 
gently and open your ears and listen to all the sound around you. 
You will be surprised at the new sounds which you will discover 
with this little exercise. The sounds of birds, the call of the 
housewife to her children, the sound of a car going down the road, 
even the hitherto unnoticed sound of a ticking clock. These sounds 
were always there but you never listened to them. Consciously close 
your eyes thereby shutting out the created world and open your 
ears and listen to the sounds of the world all around you. 


When you have started hearing all the sounds around you, 
try to concentrate on one particular sound. It can be the ticking 
of a clock; it can be the sound of the fan turning over your head. 
Concentrate on this one sound alone to the exclusion of all other 
sounds. You will soon notice that while you have been listening 
to these sounds and consciously concentrating on them, your mind 
has been curiously free of all thoughts. 


THE VARIOUS SYSTEMS OF MEDITATION 


There are many systems of Meditation. There are different 
paths for the Bhaktha, the Karma Yogi and the JUnani Each one 
is free to follow his path. We give below 3 important systems which 
are universally accepted as most efficacious. 


1. Meditation on the Ishta Devatha: Conceive of the beautiful 
form of your Ishta Devatha before you, say the Divine Mother. Sit 
before a picture and fix your eyes even on the feet of your Ishta 
Devatha. Close your eyes and see the Divine Feet of your Ishta 
Devatha within you. Slowly open your eyes and move up from the 
feet, to the legs, to the trunk, to the hands and finally to the face. 
Contemplate on the eyes. Contemplate on the lips and then from 
the duality of the image go to the smile which is ONE. Contemplate 
on the smile. Feel the smile within you. Let the smile embrace you. 
Become one with the smile. Nothing but the smile all around you. 


2. Meditation on the Flame: Keep a lamp with one flame about 
18 inches from your eyes. Gaze at the flame without winking your 
eyes and then close your eyes and see the flame at the point between 
your eyebrows. Slowly let this flame travel throughout your body 
starting from the feet then through the hands and finally bring it 
to your heart. From there take this flame outside you, and let it 
touch first those closest to you and then the whole world. Imagine 
that all those whom the flame touches turn into light. The whole 
world will turn into light and you along with it. 
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3. Meditation on the Breath (Vipasana Meditation) : In this type 
of meditation, there is no form or image or any concept. Close your 
eyes very slowly and fix your attention on your breath at the point 
of the nostrils. Contemplate the cool in-breath and warm out- 
breath. Breathe normally. When thoughts come to the mind treat 
them like uninvited guests. Disassociate yourself from them. 
Contemplate the breath and the breath alone. 


Useful tips for meditation 


The best time to meditate is between 4.30 a. m. and 6 a. m. 
This time is called Brahma muhurtham. Face north or east while 
sitting down for meditation. Choose a special corner in your room 
or a special room if you have one, for meditation. Spread a folded 
blanket or heavy cloth and sit on it. Do not change this spot and 
try to adhere to the same time every day. Even the clothes that 
you wear for meditation should preferably be kept separately. To 
start with, the beginner in meditation should not meditate for more 
than about 10 minutes. The time can gradually be increased to 
45 minutes to 1 hour. Remember moderation is the best policy. 
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VALUES AND MENTAL HEALTH 


Dr. R. M. VARMA 
Professor Emeritus 
NIMHANS 
BANGALORE - 560 029. 


This workshop is well timed and most relevant at this point 
of human history. 


At a time when human achievements are soaring high, the 
human mind is facing the highest challenge ever faced. Knowledge, 
along with behaviour and power have parted company with 
enduring values and hence, instead of enriching human life, is 
creating havoc at individual and societal levels. The global political 
ferment today is characterized by fragmentation and confrontation, 
with rampant craze for autonomy without harmony. 


Desire for freedom resulted in democracy at the political level, 
but in the economic field this led to exploitation. When freedom 
in the economic field brought in socialism, the freedom was lost 
at the political level. This therefore was the peculiar situation where 
the freedom component of democracy and socialism got separated. 
Real freedom is rooted in responsibility, and in concern for the 
freedom of the others. This point was lost somewhere along the 
line of our development. In addition, there is an urgent need for 
reemergence of altruism. 


I think these are the three elements which produce the crisis 
of today. This is a crisis of choice and, such crises are part of 
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growth. There is always crises before transcendence and these 
crises facilitate transcendence. These are of relevance today 
because it is values which form the core trigger for all these three 
elements. To give an example, there is much debate today as to 
whether socialism is dead or not. I am quite certain that socialism 
can never die because it is based on altruism. Various distrotions 
have occured in socialism and these will pass. But the basic 
concepts of socialism will endure. 


Let us now look at the relationship between values and 
health, especially mental health. A marked change is taking place 
in our approach to health care. The holistic appraoch to health 
care aims at integrating the physical, mental, spiritual and social 
aspects of health and well being. This is a desperate attempt to 
relink with health care, the values and value systems from which 
we have broken away. We have achieved remarkable success in 
controlling communicable diseases. This was possible because 
much effort was directed at this as it was the overwhelmingly felt 
need of that time. The felt needs today are different. People want 
more positive health-physical and mental, more well being. The 
factors leading to this are less well defined and less tangible. One 
of the factors which is crucial in maintaining health is values. 


Now, what are values? The most acceptable definition I have 
found is that a value is an enduring belief about a specific mode 
of conduct or a preferable end state of existence and personally and 
socially preferable to an opposite. A value system is an enduring 
organization of such beliefs along a continuum of relative 
importance. The value system followed by a person will determine 
his preferred mode of conduct and preferred end state. The former 
is influenced by instrumental values and the latter by terminal 
values. Terminal values can be personal and social, instrumental 
values, moral and competetive. In either case value is a prefereence, 
a conception regarding the preferable. 


What functions do values serve? Values are standards of 
guidance for ongoing activities, values decide our choice. Value 
systems are general plans. 


Values organize themselves into systems in a hierarchical 
model which is specific for each individual. Most people have most 
of the values. This does not mean that there are as many systems 
as there are individuals. These systems group themselves into a 
few. But from these groups there can be individual variations. 


There are moments in a person's life when one value has priority 
over others. 


26 


All living beings are endowed with the drive for survival of 
the individual and survival of the species-self preservation and 
altruism. In human beings the personal has overtaken the social 
over the years. 


The balance between central identity and social identity has 
been lost. One of the characteristics of mental disorders is the 
depreciation of self or exaggerated sense of ego. The importance 
given to the personal has gone up because we are going through 
a process of extraordinary development. If the survival of the 
individual is not subjugated to the survival of the species, if altruism 
does not happen, our development will be an autodistructrive 
phenomenon. 


Value systems exist in all cultures and all religions. The ten 
commandments is a classical example, so is the four purusha 
sooktas of Manu. Value systems of the society are very important 
for social development. 


Value is good to the individual and to the group. It facilitates 
the development of health. Value system introduces the factor of 
control of the self and of the society. In the act of putting values, 
man ceases to be a victim of self destruction. He developes 
responsibility. He learns to live in harmony with his environment. 


In everyday life the term values and beliefs are used 
synonymously. And in actual practice they can be considered 
together depending on what they signiffy at a particular point. But 
for analysis, and on further consideration, one is forced to go into 
the finer differences between beliefs and values. Carl Seith says 
“What a person does (behaviour) depends on what he wants (value) 
and what he considers to be true or likely (belief) about himself or 
the world. One, therefore, has to make a fine difference between 
behaviour, value and belief. Belief is what is possible, what exists, 
what happens. Value is what is wanted, what is best, what is 
preferable and what ought to be. Belief is short term. A belief which 
endures may become a value. 


Many philosphers have studied values and tried to group 
them, and to measure them in human beings. All agree that value 
systems are few in number and have high authenticity. Values may 
be grouped under the theoretic, aesthetic, social, religious, political 
and practical. There are other ways too of grouping values. 


Many consider that there are four ends towards which every 
human being is seeking and moving. These are Kama (pleasure 
principle), Artha (worldly possessions or economic principle), 
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Dharma (social principle), and Moksha (the enquiring, exploring and 
investigating principle). These four principles determine activities 
of every human being. Any one may become prominent in one's 
life though all are present in one's life to some degree or the other. 
These may be considered values. Dharmasasthra emphasizes the 
social dimension as the foremost need. Dharma should be 
predominant and the others subservient. Only then will there be 
social harmony and balance. 


There is a mistaken notion that value is not "scientific". There 
are value systems even in science. Like in other aspects of human 
development, value systems have facilitated the growth of modern 
science. It is evident from human history that, whenever values 
were set aside, science has caused tremendous human suffering . 


As a major deviation from the WHO definition of health, | 
insist that health is not a state, it is a process. Health is not static 
but dynamic. Health is human existence that is harmonious and 
growth oriented. And harmonious growth is possible only if growth 
is governed by values. 


Every man has to become a universal member of the total 
human society. He has to realize his altrustic self, oriented towards 
the species and not towards the individual. A tragic misunderstand- 
ing of today is that if we are good to others we are losers, and we 
can be good to ourselves at the expense of others. If our actions 
and thoughts are rooted in values this dichotomy disappears. What 
is good for the individual will be good for the species. Survival 
mechanisms and altruistic mechanisms are in us right from birth 
and can be facilitated to overcome the problems on earth. And this 
can happen if he follows a value system and thereby takes a larger 
view of one's life and the group in which one exists. 


In conclusion, we have a remarkable equipment with us-a left 
brain for system analysis, a right brain for experiencing and an 
instinctive core which has both self preservation and altrusim 
programmed into it. It is our evolutionary gift which we do not 
facilite. We have to cultivate the abilitity to sense harmony, to sense 
the uniqueness of the other, the ability to raise the quality of life 
from what it is today. But we have parted company with values. 
We need to consciously relink ourselves to values and value 
systems. Ability to base our actions rooted in concern for others 
will create harmony and raise the quality of life. A relinkage with 
values is therefore vital for any mental health effort. This is the 
biggest promise for resolving the global crisis today, and to enhance 
the quality of life-both of the individual and of the planet. 
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DISCUSSION 


Question : Are there any studies about the relationship 
between values and mental health ? 


Dr. Varma: There are studies which showed that groups 
or communities which had the strongest and well formed value 
systems had the least incidence of mental illness. 


Question : I would like to know what kind of thoughts you 
have about how to teach values, can they be taught at all ? You 
had said altruism should be allowed to emerge and cannot be forced 
on. 


Dr. Varma: Altruism is born. In every animal one can find 
the survival instict and altruism. What happened was that during 
the course of our development, we have supressed altruism. To 
have concern for the other is considered foolish. We have 
perpetualed the wrong notion that to succeed in life, one has to 
be selfish. 


Value is experiential at its core. So our usual methods of 
investigations are not suitable for analyzing values. It is important 
to allow the values to emerge and then use our technical and 
analytical skills to make them operative. 


Teaching of moral systems is difficult because they all have 
this experimental component. So, when you plan out a community 
programme, you should be aware of the values of that community. 
So that your programme at least does not come into conflict with 
their values. Ideally your programme should facilitate the 
emergence of the values so_ that people can identify them and 
experience them more easily. This will strengthen the moral fibre 
of the community, therely making it a healthy community. 


Dr. Shoba Srinath : Altruism can emerge in a community 
only if the basic needs of the individual are met. We cannot expect 
a starving man to be altruistic. Individual events of altruistic 
behaviour may occur. But until the living conditions of the 
community improves enough to provide the basic needs of its 
members, altruism will not be a prominent feature of that 


community. 


Dr. Varma: Both altruism and self-preservation are instincts 
present in all living creatures. In animals these have been 
programmed; they do not have to make a conscious exercise in 
acting. At the human level, we have been given the freedom of 
exercise of will and choice. Because of a historical necessity or 
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accident we have been facilitating self preservation. Because of the 
immediate success when we opt for self preservation, we have 
assumed that altruism is not essential. Over the years this has 
led to degradation of the environment and society - factors which 
we assumed were secondary to the self. As we recognize this we 
are beginning to recognize the social dimensions, we are beginnning 
to resonate with the larger and larger environment. Conflict 
between self preservation and altruism disappears and we will 
ultimately realize that being altrustic will help self preservation. 


Question : Is it possible to have an operational definition 
of mental health ? 


Dr. Kapur: If we remember that mental health is an ideal 
to be pursued, the question of defining it does not arise. We can 
give some degree of direction to it. One approach is : mental health 
is being confortable in whichever situation you are in. The second 
element is that, not only are you being confortable but also you 
are able to make others confortable in different situations. The thrid 
element, which is the most important one is that even if you are 
not confortable and even if you are not able to make others 
comfortable, you constantly wish to do so. The effort to do so is 
the operational definition of mental health. Nobody is mentally fully 
healthy in the ideal sense of the term. But real mental health is 
a constant wish and striving in this direction. 


The other direction is from our own sastras where Krishna 
defines "Sthithaprajna". Let me try to paraphrase what Krishna 
says. A mentally healthy person is constantly engaged in action. 
Your actions are to be carried out without anticipation of reward. 
As Mr. Govind Bharathan was also pointing out, in a mentally 
healthy state your anticipations disappear; you act. The question 
then arises, "what then guides your action in the present?". To that 
also Krishna has an answer. The mentally healthy person is always 
acting on his swadharma. Because of the absolute stillness of mind, 
his empathy towards the world around him increases. So what is 
my universal will. In practical terms, if we have the necessary 
empathy with our own inner feelings and also with what is will, 
is the unversal then our actions will always be right. So, a mentally 
healthy person acts, acts rightly, acts in tune with the universal 
will and the universal will is totally in tune with the personal will. 


30 


ROLE OF ART IN PROMOTING MENTAL HEALTH 


Pror. MALINI HARIHARAN 
Principal, Govt. College 
Tripunithura 
KOCHI 


Human beings are persons with moods which tend to 
frequently change. This happens also because of the capacity of 
the person to be moved by external and internal stimuli. Artists 
are no exception to this phenomenon. 


Most people love music in some form or the other. There is 
an inherent liking for music in every human being. In fact, it is 
part and parcel of everybody’s system. You have noticed mothers 
singing to a child. The child responds immediately. 


Music however requires an inborn gift. This must be the 
reason why everyone cannot become musicians. But the gifted can 
be trained in music. In the same way, it can be said that the gifted 
will not be wholesome personalities unless their talents for music 
are allowed to blossom. 


Music has been found to be of immense therapeutic value. 
Music therapy has been quite well developed in some parts of the 
world. However, very little research has gone into it. May be, mental 
health experts will have to take the initiative. It has been 
established that hypertension responds to music. The soothening 
rhythm of music helps to reduce tension in everyday life. 


Music therapy is, in fact, 2000 years old. The Acharyas of 
music have prescribed specific ragas as remedies for specific 
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ailments. “Raga Chikitsa”, they have named it. The well known 
Thanjavur manuscripts throw light on this. It was recommended 
that pregnant mothers listen to instrumental music from the 8th 
week of pregnancy. This helps the physical and mental development 
of the child. The string instruments can be carefully used to 
maintain pleasant moods. People with frustration, anxiety and 
sadness will respond to the strains of the thampura. The wind 
instruments have been effective in stabilizing blood circulation. 
Blood pressure, asthma, etc., have been found to respond to specific 


ragas. 


There are several kinds of singing like humming, solos, 
chorus, etc. Each of these has its impact on the body and mind 
of the people. 


There is an urgent need to promote education of the arts, 
music in particular, as an integral part of school curriculum. But 
the present day format of extreme competition is a dangerous trend. 
The need of the hour is to revive the arts clubs and music classes 
in the schools and other training institutions. In this context we 
should be aware of the negative influence of television in our lives. 
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ART: THE GREATEST OF CURATIVES 


C. RADHAKRISHNAN 
Novelist, 
KOCHI 


I do not want to feel shy of the fact that all of us artists are 
mad, the only difference being that we keep fighting madness on 
our own and create works of art in the process. The work of art, 
therefore, is a curative, primarily for the artist himself or herself 
and for those who enjoy it. A lot of stress is uprooted and done 
away with. 


A human child is born without any particular skill (unlike, 
for instance, the spider which is born with the skill to build a web). 
But, the spider can never ‘learn’ to repair a broken web; it has to 
build a new one every time. Man, on the other hand, is blessed 
with the faculty to ‘learn’ any skill. 


The human mind acquires skills and a sense of reality 
through a process of observation-experimentation-feedback-evalu- 
ation chain. Slowly the emotional and the intellectual frames grow 
to their capacity. Maturity means satisfaction of capacity. 


Happy are those whose mature sense of reality is balanced. 
Most find the balance elusive. Emotions jar, confidence goes into 
crises, pieces of observed information become irreconcilable. These 
problems may be purely personal, but they may also be of the 
universal kind afflicting the collective consciousness of mankind. 
If it is the former it is just plain maladjustments, but if the latter 
it becomes the seed for immortal works of art. 
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Every piece of good art thus becomes a milestone in the 
progress of man. It should therefore be a must in the educational 
scheme. 


Art is irrational in the sense it is a quantum jump. So is 
science at its best. A new creation is always one which could not 
have been a mere logical extrapolation. Whether it is Newton's laws 
of gravity, Einstein's relativity or Mona Liza, a chasm is bridged. 
How exactly this is physically done is still a mystery despite all Isaac 
Newtons and Jacob Brownowskis. 


The great thing is that the quantum leap takes place and will 
continue to. At the performer's level, there are three kinds of arts. 
Personal art first. It is the very extension of one’s being. Good, bad 
or indifferent, all human beings should have the freedom to it. I 
sing in the bathroom for my own satisfaction despite the fact that 
I know the quality of it is abominable. It is the very personal art 
that becomes great art in rare cases. The second kind can be called 
group art. A group dance for instance. This too is an extension 
of one’s being, the social being this time. Third, we have the urge 
to enjoy art, though performed by someone else. A Beethoven 
symphony, say, does not matter who composed or even who is 
performing (if it is good). Every normal person gets lost in it. The 
self of the one enjoying it is fused into the soul of it. All the three 
kinds are great curatives for all time. 


While a scientific discovery takes a quantum leap across an 
intellectual chasm, a work or performance of art takes the same 
leap across an emotional one. Man's intellect has gone far ahead 
of his emotions. As a result, we do not ‘feel’ many things that 
we know to be true. I know it is the right thing to love my neighbour 
as I love myself. No logic can refute this knowledge of mine. But 
this ‘idea’ is yet to become an emotion with me. There are hundreds 
of such contradictions between emotion and intellect plaguing 
modern man. These can be resolved only through art in the course 
of time. Fortunately for me, I could realise this early enough in 
my writing career. 


The route to the realization was self-evaluation. My own 
personal frame before reading “War and Peace” or “The Tempest” 
and the same frame after reading these differed drastically. Of 


course, it was difficult to quantify the change. It was there 
nevertheless. 
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Another miraculous revelation that came to me early in the 
life was the fact that we do not ever see or tell the truth, much 
less portray it. We never see the whole, only those parts that we 
‘want’ to see. We are motivated by a particular loop in the feedback 
cycle at the moment. Once we see it, much worse, we ‘understand’ 
it as we please at the moment. The map differs from the landscape, 
the reading of the map is another selective summation and the 
reproduction of the map, a third approximation. Literal truth gets 
mutilated beyond recognition. But, yet, if the final map is a work 
of art, a great truth regarding the mystery of nature is unravelled 
by it. Again, let us not bother ourselves with the how and the why 
of it. Thank God, it is there. 


When Picasso makes a self-portrait, it does not look a human 
face by any stretch of our imagination, naturally. But the ‘truth’ 
of his being is represented by the work. Look at it and we see the 
‘real’ Picasso. The emotional reality of being is created by painters 
and sculptors by using time, space and light as plastic media. The 
stress is on form-immortal on a man-nature axis. The principle 
is: No light, no art. (We may also emphasize the reverse: no art, 
no light). Let me confess that much of what has been said here 
lacks in academic conformity. Let me also confess that I might have 
gone stark mad if I had been prevented from writing. It is a dog's 
life, no doubt; but the agony of stress leading to writing is more 
than compensated by the ecstasy of release available during and 
after the writing. 
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LIFESTYLES AND MENTAL HEALTH ACCORDING 
TO THE TRADITIONAL WISDOM IN INDIA 


VAIDYABHOOSHANAM K. RAGHAVAN ‘THIRUMULPAD, 
Chalakudi. 


When we think of the traditional wisdom of India with respect 
to health, it is Ayurveda that comes foremost to our mind. When 
we think of mental health in particular, yoga also is to be 
considered. Indian thought and culture are integral and holistic 
in approach. There cannot be health for mind or health for body 
independent of each other. Body integrated with mind (Samastham 
sariram) is the object of study in Ayurveda. 


What is conducive to health is holistic as the word wholesome 
denotes. However, for the purpose of detailed study, mind with its 
complexities is a special subject of investigation. For matters of 
general health, we have to explore Ayurveda; for matters concerned 
particularly with the mind yoga may be of help, as in vedantha 
and sankhya. 


Yoga, Pathway to mental health 


Yoga (of Pathanjali) deals with the control of mind. (Yoga 
chithaurthi nirodhah): Yama, Niyama, Asana, Pranayama, Pra- 
thyahara, dharana, dhyana and samadhi. Yamais the right attitude 
towards life, pertaining to conduct. Niyama is more or less 
concerned with discipline. Asana denotes the methods of 
controlling the body. With pranayama all the biological functions 
can be corrected. Prathyahara is controlling the mind from its way- 
ward wanderings, making it introspective. Dharana is locating the 
mind in some particular object or subject. Dhyana is concentration 
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on it. Samadhi is the attainment of effortless, peaceful existence 
of mind in its fundamental nature. 


Bhagavat Githa calls one who attained samadhi, a 
sthithapragna. He is not agitated by problems and can solve them 
with equanimity. He who has attained yoga is a yogi Equanimity 
is the essential aspect of yoga. Yoga is equanimity itself. It confers 
efficiency in performing one’s duties. One had to perform the duties 
detached from likes and dislikes. It alone helps to avoid inaction 
(akarma) improper action (Vikarma) and bad action (dushkarma) 
and directs in proper action (salkarma, swakarma) and this denotes 
a healthy mind. 


Samadhi means proper establishment of mind. It can be said 
to be the healthy state of mind. The opposite condition of samadhi 
is vyadhi, when the mind is distracted and disturbed. Vyadhi is 
the synonym of roga, disease. In Ayurveda, roga is said to be ragadi 
originating from raga, passion. Raga (passion) is said to be a 
disease of the mind. Long before illness manifests physically, mind 
is affected. Researchers show that in cancer, even long before the 
physical symptoms (from six to eighteen months), the mind is 
perturbed with some sort of agony; it states that mind affects 
biological functions. Anger begets headache; fear produces loose 
stools. 


Mind and Vitality 


Ayurveda explains that the basis of health is bala. It is the 
bala which basically wards off and cures disease. Treatment is to 
reinforce bala. Ojas and bala are synonyms. Ojas is said to be 
the basis of immunity. It maintains the rhythm of the biological 
process. To some extent it maintains health, in spite of external 
factors. The term can be translated as vitality. Ayurveda says that 
vitality is diminished by anger, hunger, worry, sorrow, stress, strain, 
etc. 


Mental health, the Vedantic view 


The Vedantics speak of the five sheaths (Kosas). The physical 
body, formed from the essence of food is the annamayakosha. 
Prana is the dynamic aspect which promotes the biological 
functions. It pervades the whole physical system and is the 
pranamayakosha. Attachment, hate, happiness, sorrow, enthusi- 
asm, fear etc., are emotions of the mind which agitate prana. A 
calm and peaceful mind promotes the rhythm of the working 
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system. The mind is conceived as manomayakosha. It depends 
upon discrimination (vignana) for its aspects. Discrimination 
maintains the equanimity of the mind. Indiscrimination agitates 
it. The sheath is blissfulness (anandamaya). Our concept of 
happiness influences discrimination which in turn, influences the 
psychic functions. It is the psychic functions which control the 
biological processes, that control the physical systems. This state 
manifests itself as health or disease as the case may be. 


The concept of the koshas is based on the view that grosser 
and grosser aspects of man are permeated by subtler and subtler 
aspects. In Ayurveda pragnaparadha is said to be the root cause 
of disease. Discrimination is the result of the correct understanding 
as to what contributes to true happiness. Happiness is the 
motivation for action. Correct action is the result of correct 
understanding as to what contributes to true happiness. Correct 
action is the result of correct discrimination, correct psychological 
attitude, correct physiological functions and correct physical con- 
ditions. All these together is denoted by the term health. 


Health is much deeper than the conditions of the tissues, to 
be ascertained by laboratory tests. One who is pure and clear 
(prasanna) in perception (uthriya), conception (mind) and conscious- 
ness (atma) is said to be healthy. To be pure and clear is 
pleasantness and it is the being of alround health. To be impure 
and unclear is unpleasantness and it is the being of ill- health. 


The theory of the five sheaths (Kosas) is a little condensed 
in the Bhagavat Gita. 


The senses are potential, the mind is more potential than the 
senses and the intellect is the most potential of the three. The 
senses control the body, the mind controls the senses, and the 
intellect controls the mind. By controlling the intellect with 
discrimination, the mind will be controlled, and senses will be 
automatically under control. The prime aim of education is dis- 
crimination. The efficiency of the body and the mind can be 
improved by various exercises and disciplines. But if there is no 
control by discrimination, the efficiency will be utilised detrimentally 
for self and society, as in the case of the Asuras and Rakshasas. 


The remedy is discrimination and renunciation. Renuncia- 
tion does not mean total negation of wordly affairs. Vairagya, means 
bereft of raga, passion. What we have to renounce is raga, passion 
and dvesha, hatred. He who indulges in worldly affairs with senses 
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bereft of passion and hatred, controlled by attitudes of discrimina- 
tion and renunciation, enjoys peace. By learning, studying, and 
contemplating, the spirit of the scriptures can be imbibed; 
discrimination and renunciation can be acquired. 


Yoga, a life style 


For the attainment of yoga, one has to be careful in habits 
of food, conduct, sleep, vigilance and all kinds of actions of the body 
and mind. Too much indulgence in or total abstinence from any 
of them is hindrance to yoga. 


In Ayurveda, the way of life for health is explained in 
swasthavrittha portion. Avoiding extremes is samayoga. The 
discipline of equanimity is termed samyagyoga. In Ayurveda 
another aspect also is mentioned Mithya yoga. Being improper is 
mithya yoga. We have to adhere to samyagyogo in every aspect 
of life. Sankara includes in ahara anything imbibed through the 
senses. Hence everything perceived through every sense has to be 
proper, avoiding extremes also. 


Mental health and food 


Mind has two aspects-material and functional. Materially it 
is the prime essence (sukshmasom) of the food. When the food is 
digested and assimilated, the dross is eliminated as refuse (mala), 
the middle essence is converted into tissues (dhatu) and the prime 
essence goes to form the mind substance. So purity of food 
(aharasuddhi is essential for purity of mind. Right apprehension 
which we can explain as the the function of the intellect is asso- 
ciated with intellect. One who, with self control and discrimination, 
avoids all kinds of intoxicants is not affected with diseases of the 
body and mind. An addict is liable to be afflicted by all diseases, 
physical and mental, because of altered immunity. Functionally, 
the mind is the organ of thought. Thought influences the condition 
of the mind. So the health of the mind depends on the purity of 
food as well as on the purity of thought. Being dispassionate is 
the purity of mind. 


Constituents of mind 


The mind is said to have three gunas (qualities) as its 
components. The three gunas are sathwa, rajas and thamas. The 
predominance of anyone of the gunas gives a particular state to the 
mind. Mind is peaceful (shantha) with sathwa, arrogant (ghora) with 
rajas, and sluggish (moody) with thamas. As all the three are 
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components of the mind, there cannot be a state, where any of the 
gunas is completely absent. Even in daily life, tiredness etc., denote 
predominence of rajoguna, and compassion etc, denote sath- 
waguna. We have to control rajoguna and thamoguna with sath- 
waguna, with pure food, pure thought etc. We can reinforce sath- 
waguna which will control rajoguna and thamoguna. If due to life 
styles, rajoguna or thamoguna predominate the mind is vitiated. 
The three characters of Ramayana, Vibheeshana, Ravana and 
Kumbhakarna are examples for pre-dominence of the three gunas 
respectively. In Githa and other scriptures, the characteristics of 
the people with predominance of a particular guna are described. 
By practice in avoiding the rajasa and thamasa characteristics and 
by cultivating sathwika characteristics, one can acquire predom- 
inence of sathwaguna. 


Steps to Mental Health 


The first two steps to yoga, yama and niyama, ensure 
predominence of sathwaguna. Yama can be explained as that which 
corrects attitudes. Ahimsa, sathya, astheya, brahmacharya and 
aparigraha are the five yamas. 


Ahimsa is not merely negative aspect of not killing or not 
injuring. Positively it means assisting and alleviating distress in 
whatever way possible. 


Sathya is truthfulness and straightforwardness in deed, word 
and thought. The three facilities are to be coordinated to be true 
in the strictest sense. 


Astheya means something more than no-stealing. It means 
not accepting and not aspiring for anything for which there is no 
right. 


Brahmacharya means control of the senses and the mind, not 
merely sexual continence. By aparigraha is meant non-possession 
of anything that is not actually necessary for leading a good and 
healthy life and for performing duties. Whatever in excess that 
comes to hand as a result of one’s profession has to be viewed as 
a trust, to be utilized for the benefit of others, of the society. 


Niyama is also five fold: soucha, santosha, svadhaya, thapas 
and eswara pranidhana. Soucha means purification of the body 
with bath etc., of the word with truthfulness and, of the mind with 
straightforwardness, etc. 
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We can strive our utmost for any purpose, but the result may 
fall short of our expectations. Even then, one should not be 
perturbed. There has to be satisfaction with whatever one could 
achieve and that is santhosha. 


Swadhyaya is the regular study of the scriptures and other 
treatises, so that knowledge (jnana) discrimination, (viveka) and 
renunciation (vairagya) are nourished and nurtured. 


Thapas is willing endurance of suffering in performing duties. 
Eswarapranidhana is dedicating the self, action and result to God, 
whose will is gladly accepted. If it cannot be a personal God, it 
can be the society. By dedication, selfishness vanishes, selflessness 
abounds, so that duty is performed purposefully. The last three 
are termed kriya yoga constituting knowledge, action and 
dedication. The five niyama discipline the individual. Yama and 
niyama form the basis of right conduct. 


Virtue and Sin in Ayurveda : 


In Ayurvedic texts, ten sins (papa), are explained as causes 
of disease to be avoided, Himsa, Stheya and anyadha kama are sins 
by the body. Paisunya, parusha, anrutha and sambhinnalapa are 
sins by the word. Vyapada, abhidhya and drikviparyaya are sins 
by minds. Opposite to the sins are, virtues (punya) Himsa is doing 
something injurious and harmful to others. Opposite to it is helping 
and assisting. Stheya is theft, acquiring something to which one 
is not entitled. Its opposite is gift, giving (dana) something to 
somebody who is in need of it. Anyathakama is indulging in sex, 
not allowed by customs and manners. Its opposite is brahma- 
charya. It is regulated sex within wedlock. Paisunya is backbiting, 
slandering. Opposite to it is saying good of other people as and 
when occasion arises. Parusha is saying harsh and unbearable 
words, hearing which people become agitated. Opposite to it is 
saying soft pacifying words. Anrutha is intentional false statements. 
Opposite to it is true statements. Sambhinnalapa is words which 
are intended to make friends quarrel. Opposite to it is saying 
pacifying words which are intended to make enemies friends, 
promoting peace and tranquility. Vyapada is the thought of 
harming others. Opposite to it is thinking good of others. Abhidhya 
is cursing others, wishing ill to some particular person. Opposite 
to it is to wish well. Drikk is darsana philosophy. Drikviparya is 
cultivating some philosophy which enjoins and justifies, deeds, 
words and thoughts of himsa. Its opposite is having and nurturing 
a philosophy which prompts virtuous deeds, words and thoughts. 
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The ten-fold sins are the result of indiscrimination and expression 
of raga. The ten-fold virtues are result of discrimination and and 
vairagya. All the bad conducts have their base in the ten-fold sin 
and all the good conducts can be classified within the ten- fold 
virtue. Conduct is the expression of the state of the mind. Good 
conduct makes a good mind. The good mind is the healthy mind. 
Bad conduct makes a bad mind, an unhealthy mind. The best way, 
the positive way, to avoid sin is to cultivate virtue, by all means. 
It is like clearing darkness by bringing in light. 


Conclusion 


I have made an attempt to elucidate the broad principles to 
be followed, for lifestyles to ensure mental health. Advice given in 
the text as to what is to be done and what not to be done has to 
oh aken as examples. In changed conditions and circumstances 
of life, the injunctions may not be practicable to the letter. But 
the principles behind the injunctions are eternal. Nobody has yet 
propounded a theory of healthy life based on hate, ill-will and 
extravagance. Rajas and thamas are explained as the two doshas 
which vitiate the mind and the medicine prescribed is dhee, dhairya 
and atmadivignanam. Dhee means intelligent discrimination, 
dhairya is steadfastness in what is understood to be good, and 
atmadivignanam means correct appraisal of one’s own conditions 
and circumstances and capabilities. With these three, a correct 
code of life can be prepared and followed, as an individual and as 
a member of the society. 
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LIFESTYLES : A PSYCHO-SOCIAL APPROACH 
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In the perception and conceptualisation of the issues as well 
as in the manner of care provision, phenomenal changes have 
occured during the last five decades in the field of medicine and 
health. Firstly, a major breakthrough occured by way of preven- 
tion of several illnesses because of successful immunization against 
them. Second, the development of safe, painless and sophisticated 
diagnostic procedures like the CAT and PET scan as well as the 
MRI have made it possible to carry out complex investigations and 
pinpoint abnormalities which earlier escaped detection. Next, a 
large number of drugs which came into being provided a capacity 
to cure several illnesses. During the first half of the present century 
one was in a position to correct defective vision, hearing, as also 
provide artificial limbs to an amputee. Blood transfusion was a 
great boon but all these slip into insignificance when one realises 
that it is now possible to carry out organ transplants with 
confidence and steadily increasing success. As the twentieth 
century is coming to a close one seems to be at the door step of 
unlocking the genetic codes and probably attaining modest success 
in genetic engineering. 


The changing scene 


All the above make it look as if humankind has succeeded 
in totally controlling morbidity and mortality. Nothing seems to be 
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farther from the truth. Despite the major advances that have oc- 
cured in biomedical sciences, the life expectancy for a 40- year-old 
man in a developed country like the USA in 1981 was only slightly 
longer than it was for his great-grandfather when he had his fortieth 
birthday around the turn of the century (Law and Seltzer, 1970). 
What one sees is a shift in scene. At the beginning of the century 
deaths were caused by communicable diseases which were 
essentially an outcome of ignorance, want, poverty and malnutri- 
tion. In the industrialised countries the days when infectious 
diseases were the major killers appear to be over, but their place 
has now been taken over by man-made illnesses of prosperity and 
affluence. 


According to a WHO estimate, the non-communicable 
conditions - Coronary Heart Diseases, Strokes, Cancer and 
Accidents - have emerged as the most common conditions of death 
accounting for 70 to 80 per cent of deaths in the developed countries 
and, 40 to 50 per cent in the developing world as well. The incidence 
of hypertension and diabetes among the older people which to a 
large extent do contribute to the first two causes of death mentioned 
above seem to become more common and hence their prevalence 
more extensive. 


Many health damaging modes of living like unemployment, 
homelessness, lack of social cohesion in slum areas, forced 
migration, forced idleness in refugee and POW camps are the result 
of factors beyond the control of individuals. | However, there are 
factors manifested in individual behaviours which can increase 
the risk of non-communicable diseases. The relative contributions 
of excessive alcohol, drugs and tobacco; in-sufficient physical 
exercise, and stress to the causation of cardiovascular diseases 
cannot be specified precisely but it is accepted that they do 
contribute to the increased risk. When the Surgeon-General of USA 
reported to the nation on the “healthy people” in 1979, he concluded 
that the major way to increase the life expectancy of the American 
people was to help them change unhealthy behaviours, such as 
smoking, high consumption of animal fats and physical inactivity. 
These aspects are ‘man-induced” because they stem from a choice 
of behavior patterns or “Lifestyle". Just one improper diet can 
carry the risk of heart disease, stroke, hypertension, diabetes, 
nutritional disorders and ulcers. Conversely, a single condition like 
strokes may be due to the combined effect of several faulty lifestyles 


of improper diet, immoderate drinking, lack of exercise, stress and 
tobacco use. 
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Conceptually health is no longer looked upon as a condition 
characterised by the absence of disease or infirmity but is perceived 
as a state of complete physical, mental and social well-being. It 
took humankind several centuries to overcome the belief that the 
mentally ill are not possessed by demons but are showing symptoms 
of an illness. Once mental illness was accepted as such it took 
relatively shorter time to accept that emotional or psychological 
causes can generate and maintain physical symptoms, namely in 
psychosomatic or psychophysiological conditions. From there it was 
a short step to look at the converse and accept that several physical 
illnesses may generate different psychological mood states of which 
some may reach a pathological degree needing psychological inter- 
vention. The most recent has been the acceptance that in several 
physical illnesses, which have turned out to be the most common 
causes of mortality, psychological factors by way of faulty lifestyles 
are major contributing risk factors. The psycho-social approach to 
lifestyles emphasises the importance of making full use of psycho- 
social and mental health skills in designing interventions aimed at 
preventing diseases secondary to faulty lifestyles. 


To overcome the risk of present day killer diseases the choice 
before humankind is between a stylish life and a life characterised 
by proper lifestyles. Stylish life goes in for immediate need 
gratification and is based on the principle of pleasure seeking. It 
is one that makes little demands on the person, is ego- syntonic, 
and provides an illusion that life is smooth and very enjoyable. 
These characteristics make it addictive. No demands are made 
when one decides to eat, drink and be “merry”, laze about, erase 
one's irritability by smoking and drown one's cares in alcohol. On 
the other hand developing appropriate lifestyles is demanding. It 
would mean delaying need gratification, follow a disciplined regime 
and adherence to a code of compliance. Unless one is taught, 
trained and is guided to follow appropriate lifestyles there is always 
the risk that one moves away from them. 


The beginning 


The concept of lifestyles is not based on arm-chair 
speculation or mere theoretical assumptions. In 1948, a group of 
health science researchers entered the average New England town 
of Framingham, Massachusetts which had a population of 68,000 
and began one of the largest prospective epidemiological studies. 
The Framingham Heart Disease Epidemiological Study, took in 
every other man and woman in Framingham between the ages of 
30 and 60 years who had no signs of heart disease. Initially there 
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were 5127 participants. Each participant was given thorough 
physical examination and detailed interview about their lifestyles. 
The participants were remeasured every two years thereafter. 
Within a few decades, the empirically studied picture of the “heart 
disease prone” individual began to emerge; because many of the 
Framingham subjects had suffered heart attacks and strokes. Some 
of the predictors of heart disease were factors beyond one's control 
as older individuals, males, the blacks and those with a history of 
diabetes were more prone. The major finding was that some of the 
best predictors of heart disease and early death are consequences 
of our own behavior. Some of the associated factors were smoking, 
obesity, high cholesterol levels (associated with high animal fat in 
diet), physical inactivity and excess tension and stress. Thus 
emerged the realisation that key to ideal health may lie in 
modification of faulty lifestyles and maintaining the proper ones. 


Over the years several studies, like the Framingham study, 
have identified different bebaviour patterns associated with leading 
causes of death. 


Condition Behaviours 

Diseases of the Heart Excessive animal fats 
Smoking 
Sloth 


Excessive calorie consumption and 
obesity 


Type “A” behaviour characterised by 
achievement striving, time urgency 
and aggressiveness. 


Stress 

Cancer Smoking 
Insufficient fibre in diet 
Sexual habits 

Stroke Smoking 
Excessive dietary salt 
Excessive calorie consumption 
Immoderate drinking 
Sloth 
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Accidents Excessive alcohol intake 
Non use of seat belts/helmets 
Diabetes Excessive calorie consumption 
Excessive dietary sugar 
Immoderate drinking 
Sloth 
Stress 
AIDS Sexual Behaviour 


Even without emperical research certain aspects had come 
to the fore. Diabetologists were struck by the fact that in 115,000 
strong, nomadic, pastoral tribe of East Africa, the Masais, there was 
not a single diabetic or a hypertensive. The prevention seems to 
have been due to the Masai custom, to which even the Chieftains 
are bound, that every member of the community should walk 18 
miles a day. On the other hand among the Pima Indians of USA 
diabetes is seen among 30 per cent of individuals. 


Lifestyles & Behavioural Medicine 


The concept of lifestyles can be made all pervasive but 
generally when one refers to lifestyles one focusses on : 


Diet - Regulated calorie consumption 


- Decreased use of fats (especially ani- 
mal fats) 


- Increased use of fibre 
- Decreased salt intake 
Activity & Exercise - Avoidance of sloth 


- Sufficient activity and exercise de- 
pending on age, sex & physical condi- 
tion 


Habits - Cessation of tobacco use 


- Avoidance of alcohol or highly con- 
trolled moderate use of alcohol 


- Avoidance of non-medical use of drugs 


Sexual Behaviour - Regulated safe sex 
Stress - Management of stress and learning to 
relax. 
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Developing strategies for changing lifestyles requires a 
science of behaviour. Thus the behavioural sciences in the main, 
along with social science inputs, have the potential to make major 
contributions to the prevention of heart disease as well as other 
physical conditions that are a result of or complicated by behaviour. 


It was in February 1977 that the speciality of Behavioural 
Medicine, wherein physicians and behavioural scientists work as a 
co-equal team, emerged. Behavioural Medicine is the field con- 
cerned with the development of behavioural science knowledge and 
techniques relevant to the understanding of physical health and 
illness and the application of this knowledge and these techniques 
to prevention, diagnosis, treatment and rehabilitation (Schwartz and 
Weiss, 1977). The speciality of Behavioural Medicine is considered 
as a component of the more genera! field of Health Psychology which 
is the broader umbrella for a variety of topics relating to the interface 
between psychology and medicine. 


The old order changeth... 


No individual is born either with appropriate or faulty 
lifestyles. They are learnt. The ever increasing adherence to faulty 
lifestyles by different groups of Indians seem to have an association 
with the increasing westernisation and modernisation taking place 
in society taken along with rapid and extensive socio-technical 
changes that are occuring all around. 


Let us make a comparative recording of the scenerio as it 
existed in earlier part of this century and the contemporary setting. 
In India the extensive use and relish of animal fat (ghee) seems to 
be indigenous and goes back to time immemorial. Except for this, 
the dietary habits were health promotive. The society adhered to 
vegetarianism more ardently than most other societies. The food 
was rich in fibre. Even among the non-vegetarians reliance on sea- 
food and poultry was more as the use of beef and pork respectively 
were religiously not approved of in the two major communities in 
society. The use of tobacco and alcohol among women was more 
or less unknown and among men was not considered an integral 
part of life. As the society was agrarian, majority worked in the 
fields. In the urban areas one walked to the school or the work 
spot. The indigenous games like Kabaddi and Kho-Kho or for that 
matter the common Gilli-Danda demanded physical exertion. When 
in stress the joint family provided sufficient social support. The 
daily morning and evening bhajans that took place in every home 
not only brought the family - more often than not joint or extended 
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in structure - together but also provided an avenue for stress 
release. In every community there was an experienced elder who 
spared time to listen and provide wise counsel to those in need. 


Times have changed and with it the pace and pattern of life, 
especially in the urban community. The addiction to the use of 
ghee, among those who can afford it, is continuing, Westernisation 
and modernisation brought with it increasing amount of non- 
vegetarianism as also a shift from lean meats to red meats. The 
dietary fibre started showing a decrease. Smoking started gaining 
“popularity” and the use of tobacco including by women and teen- 
agers - has since been on the increase. The use of cigarettes and 
alcohol started getting “respectability” as an antidote to stress. The 
use of alcohol, especially the IMFL (Indian Made Foreign Liquor ) 
has been showing increasing demand and production along with 
the “Pub-culture” which attracts teenagers towards lighter alcoholic 
beverages. The use of the School bus, local transport and personal 
vehicles even to commute very short distances became the habit 
when in earlier years one walked for much longer distances. For 
recreation, instead of outdoor activity, the reliance has been steadily 
increasing on the electronic media which not only generated sloth 
but also brought down social interaction among people as also the 
intrafamilial communication. This decreased social interaction 
along with increased demands on time because of one's work has 
left no-one with time to listen to others. It is this scenario that 
needs looking into so that those who have developed faulty lifestyles 
get over them. More important, as the social setting is not likely 
to rewind itself one has to bring in measures so as to prevent 
individuals from developing faulty lifestyles. 


Making people give up faulty lifestyles or change unhealthy 
habits like smoking, dependence on alcohol, get over obesity by diet 
regulation and exercise, overcome excessive stress that has already 
affected the individual etc. need the inputs of experts on a one- 
to-one basis. Even assisting diabetic and hypertensive individuals 
to modify their food habits and activity schedule and thus regulate 
the life pattern calls for long drawn out efforts. 


Community Action 


In the present workshop the effort is to promote mental health 
and make increasing utilisation of mental health skills through 
community participation. It is mecessary that we scan the 
possibility of community action in this area. 
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There is enormous demand for promoting healthy lifestyles 
on a community basis and the best method for reaching the people 
has been shown to be through the mass media. Several years ago, 
a group at Stanford University headed by psychologist Maccoby and 
Cardiologist Farquhar attempted a heroic experiment to use the 
mass media to promote healthy lifestyles in entire communities. 
They found three matching farm communities in California. They 
used one of the three communities as the control group where 
except for baseline data collection about cardiac risk factors nothing 
else was done. In the second community the residents of the town 
were exposed to massive media campaigns designed to change their 
smoking habits, their consumption of animal fats and their exercise 
patterns. The third group not only received intensive media 
campaign, but in addition, individuals who were at high risk for 
heart disease were identified, and two-thirds of these potential heart 
victims were given intensive individualised instructions which were 
based on accepted methods of behaviour modification and social 
learning theory (Davidson and Davidson, 1980). This study 
demonstrated that mass media can be successfully used to change 
behaviour patterns when the media campaigns are based on 
scientific principles of social and Clinical Psychology (Maccoby & 
Alexander, 1980; Meyer et al, 1980). This study has since become 
a respected experiment in changing lifestyles. 


Active community participation is an indispensible and an 
integral part of any large scale effort to be attempted in changing 
lifestyles of individuals. The following measures can be considered 
by community groups for implementation: 


- Generating awareness and providing information and 
education through the mass media, as done in the 
Maccoby study, as well as through individual contacts. 


- Having full information as to the professionals and 
agencies which are in a position to provide individually 
tailored specialised behaviour modification programmes to 
those in need of specialised intervention services so that 
the concerned individuals may seek it on their own or 
referred to when identified as having faulty lifestyles. 


- Methods of coping with excessive stress merit special 
attention. “ Stress” is an integral part of life and under 
appropriate conditions, mild and moderate stress tend to 
improve performance. It is when stress is intense, per- 
sistent and generally beyond the coping capacity of the 


50 


individual does it become the source of distress. 
Community action is useful in forming bodies or in guid- 
ing individuals under stress to bodies which impart stress 
management programmes. More than the therapeutically 
oriented stress management programmes of behaviour 
therapy, biofeedback etc., socio-culturally accepted meth- 
ods like Yoga, meditation etc. which are known to be 
useful as preventive methods against stress build up 
should form integral part of community action pro- 
grammes. 


Functioning as pressure groups for community action 
against all activities by individuals or groups either with 
commercial or vested interests which encourage the 
spread of faulty lifestyles, especially among teenagers, 
women and the illiterate. This can be to counter any 
activity like advertisement for cigarettes, alcohol, junk 
food etc., or fashion parades, beauty contest, sports & 
games festivals etc. sponsored and carried out by agencies 
as a means of advertising their product. Community 
action should also be directed to counter the activities of 
sports, film or public figures misusing their popularity to 
spread the culture of faulty lifestyles. Pressure groups 
should also work against the spread of the pub-culture 
etc. which can soon push a teenager towards more potent 
substance abuse. 


Community action should be geared to the forming of and 
maintaining self-help groups like the Alcoholics-Anony- 
mous (AA); Drugs Anonymous, etc., which work towards 
the eradication of substance abuse. Action is also 
required to form groups like the Weight-Watchers (WW : 
To regulate calorie intake and rid one of obesity) or the 
Beach Walkers Association (To overcome sloth and spread 
the message of exercise). 


Community action is useful in spreading the message 
regarding the necessity and uses of exercise and outdoor 
games. Community action can go a long way in providing 
scope to put these into practice. 


Organising counselling centres, mainly to’ provide-sex — 
education regarding regulated safe sex in the baekdrop of aN 
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In the ultimate analysis developing proper lifestyles as well 
as breaking down faulty lifestyles of individuals is too major and 
important an activity to be left to be discharged by a small group 
of professionals. It is something that the community as a whole 
should take up, as the future of the society and its members 
depends on the choice they would make between the killer “stylish 
life” or the health promoting lifestyles. 
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DISCUSSION 


Dr. Prabhu : Vaidyabhushanaji has talked about the Indian 
wisdom, 5000 years old Indian wisdom, I think one cannot agree 
with you more than that. 


My agony is that in promoting mental health one of the 
important things that is required is something that is socio- 
-culturally accepted and meaningful. Unfortunately we were going 
to lots of therapies which were borrowed from the West forgetting 
the resources of the East. If you find that Western thought is 
changing, we should look into our own systems very clearly. Dr. 
Kapur said how we should look upto the traditional healers for pro- 
moting community mental health. 
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Second point is about the management of stress. Stress 
management should not be over played. In fact, I would say that 
a part of stress is marvelous. A stress free life would be very, very 
unbearable and boring. Stress is wonderfully managed if you have 
the ability to relax. Stress can be very well managed if you have 
lot of social support. This is not something that you have to bring 
in after the effects of stress are seen, but even earlier. To my mind 
this must be a part of the socializing process. This is where | find 
the role of society, the voluntary organisations, teachers etc., in 
socialising a person, providing the networks required and telling a 
person how exactly to relax. 


I remember a very small social custom that existed in south 
Indian homes. When sundown occured, the family as a whole met, 
they lighted a lamp and had the evening family prayers. In chris- 
tian families it was more regularized. There was a regular time for 
the evening prayers. With the passing of the years, we have become 
highly modern. Can we just look back into this custom and see 
what a marvelous practice it is in enhancing relaxation? What does 
this simple custom do ? You come together, the feeling of oneness 
is there. | am with another person feeling his or her presence. When 
I am in difficulty, there is a person with me. The rhythm of prayer 
was present. The modern science tells us that rhythmic music has 
great effects on psychological mechanism. The pulse rate, the heart 
beats, even the body temperature comes down. You will be relaxed. 
There is no reason why simple culturally accepted practices and 
techniques cannot be taught to people at home. 


In fact, this is a mistake that we are making even when we 
prepare people for stressful roles. About 5 months back I was talking 
to the Director of IIM, Bangalore. They prepare people for highly 
stressful executive managerial jobs. But during the 2 years of 
training they do not teach you how to relax. This can be taught 
systematically either through cultural methods or relaxation 
techniques. It does not take much of time. A person can learn 
himself these techniques within 3 weeks under supervision and 
then maintain it over a time. I think this is what we are missing. 


Now the third part of this is relaxation and intervention 
techniques required for people who break down under stress, with 
a psychophysiological or neurotic condition. This problem must be 
handled by a qualified professional person who is good in 
intervention therapeutic programmes and theoretically good. A 
person who has broken under stress may say: "I will do some 
relaxation on my own". I would say that it is self-medication which 
is dangerous. I would divide it into 3 clear parts: 
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@ Relaxation as a promotive, preventive aspect as a socio- 
cultural pattern among the population. 


@ Relaxation taught specifically to vulnerable groups like 
those under training to be managers, people going to front areas 
and people going to disturbed areas and so on. 


@ People who have broken down. 


The first is part and parcel of everyday life, the second is to 
be done under supervision, the third is a highly professional job 
which is done by a qualified professional person. 


Question : What has been said by Ayurveda five thousand years 
ago is still accepted. Why ? 


Ayurveda is the science of character. It says that the whole 
body functions as per our character and mood. Because it is a 
science of behaviour only, our Acharyas said “It is our duty to 
explain things, not force something into others”. 
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Mental health involves the maintenance of a harmonious 
equilibrium on one’s own environment. Parents being the 
immediate and intimate interacting factors for the child, their 
behaviour patterns in relation to the child go a long way in moulding 
the future mental health of the child. This influence starts even 
before the child is born and perhaps even before it is conceived. 
As Joffe puts it “Behaviour problems have their origin before birth 
and often before conception”. They date back to the parents’ 
childhood and the period of development of their personalities. 
Attitudes of parents are the crystallization of their whole life 
experience (Leo Kanner). Their personality like that of the child was 
partly inherited and partly the product of their environment. A 
parent projects on to the child what he/she experienced as a child. 


PRE-CONCEPTIONAL FACTORS : 
Age of parents 
Duration of married life before conception ~ 


The intensity of their desire for a child or a child of a 
particular sex. 


Lack of family planning-large family. No spacing between 
deliveries. 
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Illegitimacy 

Only child. “Second only” Child 
Unemployment. 

Forced marriages. 

Genetic factors 


Bhalerao et al in 1988 reported that 30% of pregnant women 
in North India were married before the age of 18. In our hospital 
(which is situated in an area where literacy is more than 90%) 32.6% 
were women below 20 years of age. Pregnancies were “planned” 
only in less than 10% of cases. The girl usually is married off at 
an early age and hardly before she crosses her teens, she finds 
herself pregnant not knowing what motherhood is. 


Duration of the parent's married life before conception may 
influence the development of the personality of the child. The over- 
anxiety and overprotection shown to the child begotten after waiting 
for a number of years can cause a number of behaviour problems 
in the child, like temper tantrums, hypochondriasis, etc. 


The intensity of the couple's desire for a child of a particular 
sex can lead to rejection or over-protection as the case my be 
depending on whether their whishes were fulfilled or not, with 
undesirable effects on his or her developing personality. 


The behavioural patterns of children are often affected by the 
number of siblings. The smaller the gap between births, the greater 
the likelihood of jealousy between the children. 


The “Second only child” (as named by Cedric Harvey and 
quoted by Illingworth) is the child born as an “accident”, years after 
the birth of the last. This child is apt to be spoilt by not only the 
parents but also by older siblings as well. 


The problem of the illegitimate child depends on the 
acceptance or rejection by the mother. The child will not suffer if 
placed for adoption in the newborn period if the mother does not 
accept the child. But the child may suffer a great deal if the 
adoption is delayed or if the child spends childhood in an 
institution. 


Forced marriage affects the lives of the children when the 


parents are not really a match for each other and when this leads 
to domestic conflicts. 
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A child with a genetic disorder, eg., haemophilia, most often 
exhibits behavioural problems because of chronic physical ailment. 


PRENATAL FACTORS 


Difficult Pregnancy : Illness 
Psychological stress 
Hyperemesis 
Toxaemia etc. 


A variety of behavioural problems such as over-activity, 
defective concentration, tics and emotional liability have been found 
to correlate with the occurrence of pregnancy complications such 
as hyperemesis, toxaemia and bleeding. Scott attempted to show 
that psychological stress during pregnancy may predispose to 
behaviour problems in children and juvenile delinquency. 


Drillen showed that behaviour disturbances at school were 
significantly associated with low birth weight and complications of 
pregnancy in the mother. Toft and Goldblat found an association 
between Schizophrenia in school children and prenatal and peri- 
natal complications in mothers during their antenatal period. 


NATAL AND POSTNATAL FACTORS 


Prematurity and low birth weight, 
Difficulty in delivery 

Bonding 

Care in intensive care unit for new born. 
Prolonged stay in hospital. 

Physically unattractive. 

Handicap. 

Sex of the baby. 


Rejection at child birth is not so .uncommon and is 
particularly seen when the child is not of the desired sex, is 
physically unattractive or has a handicap like hare lip. 


When babies are separated from the mothers immediately 
after birth due to prematurity, low birth weight or other reasons 
and kept in intensive care units they are found to have subsequent 
behaviour problems. Prolonged stay in hospital due to illness or 
surgery in the neonatal period also was seen to have a similar effect. 
Hinde in his animal experiments showed that rats, when separated 
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from their mothers for the first two to four days after delivery and 
‘then returned to the mother are rejected by the mother. When these 
rats grew up they themselves were seen to be poor mothers. 


Mothers who put their babies to breast immediately after 
delivery were seen to be more successful in their breastfeeding 
practice subsequently. 


OTHER PARENTAL FACTORS 


Very young or old 

Little desire for child 
Handicapped 

Mental Illness 

Poor health 

Alcoholism, Drug addiction 
History of crime 

Low IQ, 

Unemployment 

One parent family 


THE ANTENATAL CARE 


Pre-conceptional counselling should become a part of 
education. With the families becoming more and more nuclear due 
to the disappearance of the joint family, exposure of young people 
to the ideas of parenthood also is getting diminished. The present 
day teenaged girl is less equipped with knowledge of practical 
mothercraft than her sister from a joint family of yesterday years. 


The pregnant woman should be helped to develop a positive 
attitude to her pregnancy. 


Acceptance of self as mother should be encouraged. 


She should be helped to develop an acceptable concept of the 
unborn child and prepared to give unconditional love to her 
offspring irrespective of its sex, state of health etc., 


The husband should participate in the programme as a 
responsible and loving parent-to-be. 


Genetic counselling and early detection of genetic disorders 
are ideal though not yet easily available as part of any antenatal 
programme. Antenatal care should be more than recording of 
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weight, blood pressure and growth of uterus. Emotional support to 
the mother-to-be should be part of any antenatal clinic whether 
urban or rural. 


Every pregnant woman should consider her pregnancy as a 


natural process and a gift of God and not as a disease, something 
terrible and something that diseases her. 
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An old chinese adage says. “If you are planning for one year, 
sow crops; if you are planning for ten years, plant trees; if you are 
planning for a hundred years, plant men”. The well-being of chil- 
dren in a community reflects that society’s concern for quality of 
life. 


The first part of this paper will deal with issues that have 
a bearing on the growth and development of very young children. 
The second part will deal with the indicators of well-being in young 
children. The third part deals with the concept of prevention and 
promotion of mental health and what is possible. 


A. ISSUES RELEVANT TO THE DEVELOPMENT OF PRE-SCHOOL 
CHILDREN. 


1. Importance of early stimulation. 


A baby from the moment of birth is getting in touch with the 
world. Using the five senses-touch, smell, taste, sight and hearing- 
she or he will begin to learn about the surroundings. The baby 
and the parent start to teach and learn from each other and begin 
to build a special relationship by stimulating each other's senses. 
When a parent responds to a baby and interacts with her the parent 
is stimulating the growth and development of her sensory organs 
and brain structures that make them work. Just as important, the 
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parent is teaching the baby that someone cares, that the world can 
be rewarding place, and that she has a place and that she has some 
control over that world. 


Individuals are born with differing potentials to develop 
specific skills as well as different ways of responding to his or her 
environment. Some babies are generally more passive and others 
more active, regardless of sex. But all babies need appropriate 
stimulation and care if they are to grow up to be loving and caring 
adults (Sargent, 1978). 


2. Play as a medium of learning 


Play is a child's way of living and learning. Enjoyable, 
voluntary, spontaneous and sometimes frustrating, it is a 
storehouse of experience. Although it requires active participation 
on the part of the child, play is not oriented towards meeting goals, 
nor is play required to have a beginning, middle and end. Play 
surrounds a child with wonder, leading him on, testing his mind 
and body. Play lets a child try out roles and learn about things, 
people, skills, language and concepts. 


Play is usually fun and certainly an important part of physical 
and mental development of the child. 


Physical development occurs naturally during active use of 
the body in play. The larger muscles are used in climbing, running, 
balancing and pulling. Fine motor skills improve as hands and eye 
movements are coordinated by cutting and pasting, working 
puzzles, painting or even pouring water. Play is valuable for 
learning to express emotions like joy, frustration, anger and pride. 
Children can learn to act out their anger through stories, pictures, 
toys and clay. As children learn to express emotions and ideas, 
their awareness of themselves and their environment grows. 


The thinking of a preschool child is often creative but is based 
neither on logic nor on reality. If playing with objects is fruitful 
at the start and if guided properly, the pleasure of playing with toys 
and other materials (like paints) becomes linked in the child's mind 
to mastering problems in general. 


Some of the best play things are not found in shops at all, 
but in the house itself: vessels, spoons, broom-sticks, tins, bottle 
caps, paper, etc. 


Fantasies, day-dreams and imaginings can bring serenity and 
purpose into life. They can also be signs of unfulfilled desires and 
needs. They help people to be more creative as well as to endure 
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hardship. They also help children to bridge the gap between 
concrete experience and abstract thought. 


How can parents and caretakers help children in play? 


The key for parents and child care workers is to support and 
encourage play, but not to dominate it. If too many expectations 
are thrust upon him or too much is demanded, a child's motivation 
may be crushed. 


Parents can structure the environment, but not the play itself 
(Stapleton and Yahare, 1981). 


3. Consistent care giver with adequate parenting skills 


The place of primary importance for children's development 
is in the home under the guidance of their parents. Parents usually 
learn how to bring up their children and provide the necessary 
conditions for healthy development, through having experienced 
this themselves, having observed it happening to other children and 
having been supervised as children themselves in providing care to 
younger children within their household and neighbourhood. With 
the changing social structure in which families are becoming 
nuclear or one of a single parent, children have poorer models to 
learn parenting skills. When the parents have a mental illness, care 
of the children becomes even more difficult. 


Since parenting is a very complex task, it is unusual for books 
to give recipes for what constitutes ordered or optimal parenting. 
Children are by and large quite resilient and can absorb reasonable 
amounts of adversities. I remember reading somewhere a saying 
that “Children grow up healthy in spite of their parents”. 


Institution reared children, such as those from the orphan- 
ages, remand homes and certified schools, are at a greater risk to 
develop behaviour and emotional problems. Rutter (1985) notes 
that as a group, institution reared women had a substantially worse 
outcome, demonstrating a relatively strong link between childhood 
experience and later parenting outcomes. It is interesting to record 
that he went on to find that those institution reared women, who 
married well adjusted spouses, had a better outcOme than those 
who did not. 

I would like to emphasize that currently most believe that the 
influence of early experiences which are traumatic can be mitigated 


and modified by changes in the environment later, thus making the 
development of preventive and therapeutic intervention a feasibility. 
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4. Need to understand normal development 


Normal development is a process that most people who care 
for children must understand. For example, (a) most normal 
preschool children are very active, have short attention spans and 
are fairly impulsive and (b) children have some normal fear of 
strangers or darkness, etc., at certain ages. Both these situations, 
if not handled appropriately by parents, can persist or become 
worse. The high expectation that parents and the educational sys- 
tem currently place on children, has driven children to master 
numeracy and literacy when they are neurodevelopmentally not yet 
ready. 


5. Children with developmental delays 


Children with speech delay, specific learning disabilities and 
mental retardation are more prone to developing behavioural and 
emotional problems. 


6. Urbanisation: There is definite evidence that children in urban 
areas have more behaviour problems than their counterparts from 
small town and rural populations. Crowding, poor housing 
conditions, and poverty and the attendant ills, are some of the 
contributing factors. 


B. INDICATORS OF WELL BEING IN CHILDREN: 


Any one interested in the welfare of the child requires to 
identify certain signs of behavior that go with the well being of the 
child. With programmes for the welfare of the child, one would like 
to know their impact and the extent of progress that has been made 
towards reaching the goal. Indicators are part of the process of 
monitoring and evaluating progress towards the attainment of the 
objectives (Sinha, 1988). 


Following the lead of WHO (1981), four categories of 
indicators for children are proposed: 


i) Child policy indicators 
ii) socio economic indicators 
iii) Indicators of provision of child care and 


iv) Indicators of child well-being status. 
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Child policy indicators, would relate to issues such as 
whether or not there is a national policy for the child, political 
commitment towards policy implementation, etc., India was one of 
the first countries to have a National Policy for children. India has 
National policies for Mental health, Mental handicap, education, 
juvenile justice and many more such policies that have a direct and 
indirect bearing on children. 


The second indicator would include items like gross national 
product, poverty line, income distribution, literacy, housing etc. 
Quite a lot of work has been done in this area. But it is not enough. 


For example, if we take housing, no assessment of the 
demand of rural housing in Karnataka is available. However, in 
urban Karnataka, about 43 thousand people did not have any 
shelter at all in 1981, more than thrice the number in 1961 (Samuel, 
1987 in Rao & Rayappa 1989). 


According to the planning commission (report 1983-84) 
estimates of the percentage of population who are poor in the 
various States of India are as follows: 


Rural Urban Total 
India 40.4 28.1 37.4 
Karnataka 37.5 29.2 35:0 
Kerala - - 27.0 
Andhra Pradesh - - 36.00 
Tamil Nadu - - 40.0 


The picture is definitely something to worry about, as both 
the population and the economy have not shown any significant 
signs of improvement. 


Indicators of provision of child care would include the extent 
of coverage of various programmes of child welfare, coverage of 
maternal health and child care, immunisation, nutrition and so on. 
The universal immunization programme has by and large been 
successful. The ICDS (integrated child development scheme) is 
another well conceived scheme for children below 6 years. There 
are currently over 2424 projects operational in the country. 
Evaluation studies of ICDS undertaken show impressive results in 
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reducing malnutrition and anaemia, preventable diseases and fall 
in infant and child mortality rates. They also indicate positive 
results in community participation. 


Child well-being indicators would have factors like infant 
mortality rate, mental disorders, delinquency, drop-out rate from 
school and so on. Studies on drop-out rates have shown that not 
even 50% of children reach standard V, which is really very 
disturbing indeed. Drop-outs are generally high among [first 
generation learners. 


Everybody agrees that preschool education is very important 
for later development of children. Preschool education does not 
emphasize numeracy and literacy. Rather, learning is focussed 
around play. This is an important component of ICDS and the 1989 
figures show that 59-64% of rural children aged 3-5 have the benefit 
of preschool education. 


C. PRIMARY PREVENTION: 


If children are indicators of the health of society, it follows 
that steps for primary prevention and care should logically begin 
in childhood, The task is to so enhance the environment of the 
children that mental health is maintained and promoted and 
pathology is aborted at the primary source. 


One possible conceptual framework for working at primary 
prevention could be that of Caplan (1980) who classifies intervention 
as follows; 


a) Those that focus on building up strengths in the individual 
child, e.g., programmes aimed at increasing competence of the 
children. 


b) Those that centre on reducing harmful effects of stressful 
environment, e.g., children of ill parents. 


c) Those that concentrate on increasing the health enhancing 
aspects of family or community, e.g., programmes aimed at 
increasing social support for families. 


The major problem in preventive intervention/promotion is 
that assessment of long term effects is an extremely difficult task, 
and such exercises can be expensive. Secondly, there needs to be 
a lot of intersectoral work done, e.g., a programme to work efficiently 
needs support from the departments of health, education and social 
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welfare, with excellent coordination between them. 


There are now a number of well-planned, well-evaluated 
prevention projects in the child and adolescent area. Such 
programmes include unique programme components, strong 
research designs, a longitudinal follow-up of children, and use of 
multiple relevant outcome measures. 


One of the most frequently cited of the prenatal and early 
infancy projects (Olds et al, 1986) emphasized a strong outreach 
component, including visiting by a nurse at home. The Headstart 
compensatory preschool programme began in 1960 for disadvan- 
taged children. The effectiveness of such programmes is well 
documented (consortium for longitudinal studies, 1983; Woodhead, 
1988; Ziggler and Valentine, (1979). In the High/Scope Perry 
Preschool programme (Berrueta-Clement et al, 1984), 3-and 4 - year 
olds from families of low socio economic status were randomly 
assigned either to a group that attended the preschool programme 
or to a group that did not. Fiftyeight children were in the pre-school 
group and sixty five in the control group. The school operated five 
mornings a week for seven months of the year. The teacher visited 
each child's home on a weekly basis. This programme was unique 
because of the long term follow-ups and the analysis of the 
children’s later social, correctional and vocational outcomes, which 
revealed the following: 


1. The children who attended the preschool showed improved 
school achievement in the elementary and middle school 
grades. 


2. In high school they obtained better grades. 
3. They spent fewer years in special education. 


4. At age fifteen, the preschool groups were found to place 
a higher value on education. 


5. At age nineteen, the preschool group had higher scores 
on literacy and competence test, had better jobs and 
higher earnings. There was reduced use of welfare 
assistance, fewer crime related arrests by the police and 
less self reported antisocial behaviour. The girls had fewer 
pregnancies and child births. 


Effective early childhood programmes have the following 
characteristics: 
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1. A developmentally appropriate curriculum based on child 
initiated activities. 


2. Groups of fewer than 20, 3 to 5 year olds, with two adults 
assigned to each group. 


3. Staff trained in early childhood development. 


4. Supervisory support and inservice training based on this 
curriculum 


5. Sensitivity to noneducational needs of the child and family. 
6. Developmentally appropriate evaluation procedures. 
(Rae-Grant NI,1991). 


In a developing country like ours, where the availability of 
monetary resources is a chronic problem, the aims of preventive/ 
promotive work will, as far as possible, be to try and include it as 
a component of already existing services; to use available 
infrastructure and increase community participation, i.e., work with 
support of the people, especially the support of non-governmental 
agencies (NGOs). The potential of the NGOs and the role of the 
community in this effort is immense and can be the medium 
through which the government can take note of what is being done 
and happening. 


Intervention may be universal or targeted. The former is an 
activity for the population at large. Mental health education is one 
such example. This not only enhances mental health directly, but 
takes care of those factors which indirectly affect mental health as 
well. An overall improved obstetric care prevents a number of dis- 
abilities including mental retardation. Targeted interventions are 
meant for groups of children who are at low or high risk to develop 
disorders, e.g., children from very disadvantaged background, 
children of mentally ill parents, young ones with developmental 
delay and intervention at certain age groups like preschoolers and 
adolescents. 


What therefore are the measures that can be taken at 
different levels towards prevention and promotion of mental health 
by different sectors? 

1. Measures to be undertaken by the health sector 


1.1. Informal clinical practice. The psychiatrist during the course 
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of clinical practice has perhaps the most important opportunities 
for primary prevention (Philips 1983). The health professional, 
besides evaluating the patient, has to pay more attention to the well 
being of the healthier spouse and children. Attention should not 
only mean psychological support to the healthier family members, 
but should be an attempt to mobilize appropriate community 
support systems. 


1.2 Family planning services; These include counselling, which is 
very effective form of primary prevention. 


In most hospitals such guidance is unavailable. In the interest of 
the mother, the unborn child and her other living children, 
becoming pregnant in and around the time of being physically or 
psychiatrically ill is detrimental. 


1.3. Groups for children of alcoholic parents. Like Alcholic 
Anonymous for friends and family members of alcoholics, it could 
be possible to have groups such as the Al-Teens which are meant 
for children of alcoholics. These help in the sharing, support and 
coping of having disturbed parents. 


1.4. Prevention of iatrogenic damage. Failure to diagnose and 
correctly treat psychosocial disorders results in iatrogenic damage 
(Eisenberg 1987). Health workers can be trained to enquire 
routinely about psychosocial problems and their management, e.g., 
temper tantrums, truancy, etc. A 4 year old who is brought with 
severe temper tantrums is at times put on medication, like a minor 
tranquillizer. This actually would worsen the problem as the 
parents are not guided in the right manner for limit setting. 


Training of general practitioners. Obstetritians and Paedia- 
tricians would help in nipping early problems in the bud. Such 
training is going on in a few centres of the country including 
NIMHANS. 


1.5. Counselling in parenting skills. 


Parents who are potentially poor care givers, e.g. family of 
a single parent, family with an ill parent, etc., could be evaluated 
as part of the health worker's duties. Alternatively, regular 
programmes could be conducted by the primary health unit, or by 
a paediatrician in a district centre. 


Counselling can be offered to parents who have temperamen- 
tally difficult children like children with predominantly negative 
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mood, social withdrawal and unadaptability. 
2. Measures to be undertaken by the health and educational sector. 


2.1. Teachers’ training curricula, especially for pre-primary and 
primary teachers will have to include in theory and practice, 
subjects like normal development, importance of play, early 
recognition of problems, etc. The manuals prepared by WHO and 
COPPC (Cognitive Oriented Programme for Pre-primary Children) 
could be useful for the teachers. 


2.2. Students curricula. A variety of risks to mental health and 
psychosocial development can result from the lack of parenting 
skills and from insufficient knowledge of the needs of the children. 
Urbanisation and other socio economic changes (eg. small families 
do not offer children opportunities to exercise responsibility with 
younger siblings) may result in a growing number of young parents 
not having proper parental skills. Therefore, education for 
parenthood may well have to become responsibility of public 
education. A number of possibilities for such education exist. 
Creches and nursery schools can, for example, be located next to 
secondary schools, whose students can be assigned to work in the 
nurseries under appropriate supervision and with appropriate class 
room exercises. The WHO booklet on learning to be parents is a 
useful source of reference for this purpose. 


Education for parenthood, sex education, information on 
alcohol, smoking and drug abuse can be a part of adolescent school 
experience. 


3. Measures to be undertaken by Health and Social Welfare Sector 


3.1 Training of personnel manning institutional homes for children. 
The National Institute of Public Co-operation and Child Develop- 
ment (NIPCCD) is already running the courses, as a part of inservice 
training for use of child care residential institutions like the remand 
homes, certified schools, orphanages etc. Useful as resource 
material are two publications (a) WHO child care, facility schedule 
with users' manual, 1990 and (b) Proceedings of workshop on 
minimum standards in child care institutions, NIPCCD 1990. 


3.2 Support for children in foster care and adoption. The 
institution must be given guidance and encouragement to find 
families for destitute children, so that the child can grow up, in the 
environs of a family. There is no doubt that preplacement and follow 
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up guidance need to be given to those families who are willing to 
take children for adoption or foster care. 


4. Measures that need the Cooperation of Health, Education and 
Social Welfare 


Enrichment and early stimulation programmes. These 
programmes are needed for targeted population like preschoolers 
in the poor depressed class, adolescents in urban slums, street 
children etc. The ICDS has programmes for the preschoolers, NGOs 
and governmental agencies like state councils can run programmes 
for the working and street children. 


5. Role of the media: 


The radio, television, newspapers, comic strips in the latter, 
have the potential to play a major role in public health education. 
Simple messages propagating the need for play, stimulation of 
senses, need for nurturance and discipline, importance of a good 
marital bond etc., can increase awareness. 


In conclusion, it can be said that many of the strategies that 
are proposed here, do not cost much money, nor do they take too 
much time, eg., informed clinical practice, changes in curricula of 
teachers and students. They, in fact, merely require a change in 
the attitude of those who deal with children. 


The preschooler and, for that matter all children need 
dedicated advocates for their cause for the successful implemen- 
tation of the proposals of this paper in particular, and for the welfare 
of the children in general. 
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MENTAL HEALTH PROMOTION IN THE SCHOOLS : 


“Is primary prevention an idea whose time has come? 
Indeed, Yes, although the revolution is slow in the 
making. On the other hand, when the definition of 
primary prevention is more clearly presented and 
becomes more generally known, we may find that the 
revolution is well underway and many of us have 
simply not recognized it” 


- Donald G. Forgays 


“There are now a number of scientifically valid 
preventive interventions. Despite the obstacles, the 
future of prevention looks very promising and worthy 
of continued effort”. 


-William M. Bolman 


Next to family influence, school-related experiences are the 
most powerful vectors that bear on the social, emotional and 
intellectual development of the child. Bonds of blood, affection, 
nurture, responsibility, mutual gratification and a life-long involve- 
ment bind children and parents. Commitment to children, nurture 
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of their development, the challenge of teaching and investment in 
professional goals bind teachers to education and children. 
Ultimately, the development of children becomes the cumulative 
effect of family, school and peer interaction. However, because the 
primary function of schools is more closely related to cognitive out- 
comes, the social and emotional impact is not always realized. 


If we say we are trying to foster the development of the whole 
child, we should question whether or not as professionals we are 
taking the steps to do that (Busch-Rossanagel and Vance, 1982). 


From child mental health point of view, we need to focus on 
the conceptual framework of prevention, experience gained, teacher 
influence, teacher-parent interaction, student enrichment and allied 
issues of promotion of mental health in school setting. 


MENTAL HEALTH : A Definition 


Bernard (1970) quotes the definition given by Nikelly in regard 
to mental health of students: 


“The mentally healthy student accepts himself with his strong 
points and his shortcomings; he makes the best use of what he has, 
and he does not allow his personal weaknesses to interfere with 
his daily activities and his pursuit of long range goals. If the positive 
factors in his personality are accentuated, the weaknesses, in most 
cases, will retreat from the foreground. The emotionally healthy 
student reaches a balance between his instincts and his conscious 
conscience, coupled with the demands of his environments. He 
experiences little conflict between these feelings, and he can tolerate 
a moderate amount of inconvenience resulting from conflicts among 
drives, values, and the experiences of reality in the academic en- 
vironment. 


PRIMARY PREVENTION : CONCEPTION FRAMEWORK 


Caplan (1964) defined primary prevention in mental health 
as follows: 


Niseceddeddedarbers. lowering the rate of occurrence of new cases 
of mental disorder in population............. by counteracting harmful 
circumstances before they have had a chance to produce illness. 
It does not seek to prevent a specific person from becoming sick. 
Instead it seeks to reduce the risk for the whole population so that 
although some may become ill, their number will be reduced.” 
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Bower's (1969) definition is : 


“Any social or psychological intervention that promotes or 
enhances emotional functioning or reduces the incidence and 
prevalence of emotional maladjustment in the general population”. 


Goldston (1977) uses the following definition : 


“.oneneg activities directed to specifically identified vulner- 
able high risk groups who have not been labelled psychiatrically 
ill and for whom measures can be undertaken to avoid the onset 
of emotional disturbance and/or to enhance their level of positive 
mental health”. 


Coven (1980) describes it this way: 


err programs that engineer structures, processes, 
situations and events that maximally benefit in scope and temporal 
stability, the psychological adjustment, effectiveness, happiness and 
coping skills of many (as yet unaffected) individuals.” 


According to Forgays (1983) primary prevention can be of at 
least three types: 


Primary Prevention I: This category refers to the provision of 
programmes for the general population. Such programmes may 
take the form of competence training through the enhancement of 
social and interpersonal skills for citizens of any age. Other 
programmes in this grouping may be more organically based, 
including genetic counselling and accident reduction campaigns. 
Still other programmes may be social action oriented, directed, for 
example at the reduction of poverty, or the improvement of 
educational institutions. Some of these programmes will, indeed, 
be offered to the entire community, probably making use of the mass 
media and other general communication agencies. Others will be 
offered only to segments of the community. Targets are not 
identified in terms of ‘risk’ but rather in terms of the ‘relevance’ of 
the programme for that segment of the population. 


Primary Prevention II: This category refers to the provision of 
programmes for segments of the population identified as subject to 
‘Mild risk’ is determined on the basis of demographic variables that 
suggest some maladjustment or reduction in potential happiness 
on the part of entire segments of the population or substantial 
portions of those segments. The recipients of these programmes 
will be targeted, but only in demographic terms. Thus, the children 
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of low socio-economic families in the community may not be 
provided with even a modicum of sex education or social and 
interpersonal skills in their homes and neighborhoods. Prevention 
efforts here might take the form of parental training programmes 
directed to the schools that these children attend. Or special 
nutritional information may be provided to the children of 
disadvantaged either through their parents or through their schools. 
Programmes may be offered at any age level, and may well be tied 
to certain stress points. Bloom (1968) has proposed ‘milestone’ 
interventional programmes in which the targets are exposed to rele- 
vant programmes at specified times in their lives; for example, at 
initial school attendance, or the beginning of adolescence or at 
retirement. The targets comprise a large group of persons who may 
face stressful conditions and risk emotional disturbance and who 
may be aided by intervention. The targets are identified generically, 
and there is no necessary implication that any individual in the 
target group would become disturbed without the intervention. 


Primary Prevention III : This category refers to the provision of 
interventional programmes for the segments of the population 
identified as ‘high risk’ for the development of serious mental 
disorder. The concern here is with groups referred to in vulnera- 
bility terms. Thus, the children of two schizophrenic parents are 
frequently labelled as vulnerable to the development of the this 
disorder. Other vulnerable groups might include the children of 
alcoholic parents, children who have experienced great trauma (eg. 
death of parents) when they were quite young, or children who have 
been physically or sexually abused by parents, relatives and or 
others. These segments of the community may represent only a 
small proportion of the population but their potential disturbances 
are seen as so overwhelming or catastrophic as to call for deep 
community concern. 


Child Mental Health in Twentieth Century 


Kanner (1955) divided the growth of Child Psychiatry, from 
1900 into four decades, to which Warle (1991) added explanatory 
examples. 


i Decade : Thinking about children (eg. Child 
studies, Psychodynamic theories). 


I1"4 Decade : Doing things for children (eg. send- 
ing them to special institutions. 
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Ill Decade : Doing things for children (eg. making 
changes in family and school). 


IV Decade : Working with children (eg. Individ- 
ual treatment of children and play 
therapy). 


It is a neat simplification. If we continue Kanner’s mode upto 
the end of the century, it might read : 


v. Decade : Working with mothers 


VI. Decade : Working with fathers, marriages 
and groups 


VII. Decade : Working with whole families and 
institutions for children. 


VIII. Decade : Working with interactional model 
and with the protective positive 
factors in the child and family. 


IX. Decade : Promoting resilence in the child 
and protective factors in school 

>, Decade : Promoting protective factors for 
children in society- Preventive child 
Psychiatry? 


This analysis seems to highlight two major shifts in strategy 
during this century; in the middle, some professionals stopped doing 
things to and for their patients and started helping them to change 
themselves. In the 1970s a shift of emphasis began, away from the 
search for problems, pathology and negative factors in the patient 
and family, toward a search for assets and positive attributes to 
work with. 


Obstacles to Prevention 


Bolman (1970) mentions four types of obstacles to the 
widespread development of preventive strategies in mental health. 


(1) Problems of Values : The ambivalent status of Prevention: 


Different people have different priorities; and the same 
peoples’ priorities vary depending on time and circumstances. 
When people are ‘in’ trouble, they first think of how to get 
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‘out’ afterwards, they may or may not think of how they got 
there in the first place. People who most need preventive 
services do not seek them, while those who do not need them 
pursue them. A basic human ambivalence towards children 
exists within all adults - children get neglected in the midst 
of important adult problems such as making a living. 


(2) Problems of Knowledge and Theory : This refers to 
relatively insufficient knowledge and the imperfection of ex- 
isting models. It is enough to say that no single discipline 
or theory can cope with the complex interplay of nature, 
nurture and experience as it manifests itself from the levels 
of gene to society. 


(3) Problems of Organization and Delivery : Planning remains 
piece meal and coordination is token. Prevention has no real 
clout. There is general tendency that the most important 
health work priority is the medical treatment of the 
individual, and not efforts at prevention and social reforms 
to remove the causes of illness. 


(4) Problems of Socioeconomic and Political reality : Poverty, 
and other social problems added with changing political 
leadership and their prioritization pose great challenges to 
preventive strategies in mental health. 


Literature on Prevention : Inadequate Focus 


In a leading textbook on child and adolescent psychiatry 
(Rutter and Hersov, 1985), no chapter is devoted to prevention. The 
terms, ‘Prevention’ or ‘Primary Prevention’ are not mentioned in the 
index. This is indicative of a paradox in the field of prevention in 
child psychiatry. On the one hand, there are many publications 
on the topic, both articles and even books and, on the other hand, 
there exist few well established findings (Offord, 1987). 


An analysis of articles in the Community Mental Health 
Journal reports a 50% increase in prevention reports over a period 
of 1969-1976. The absolute number of such papers was very small 
to begin with (Lounsbury et al, 1979). 


Novaco and Monahan (1980) made an analysis of the work 
published in the first six years (1973-1978) of the American Journal 
of Community Psychology. They reported that articles reflecting the 
study of environments and environment—person interaction are 
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virtually absent, and that this is especially true for studies of 
community mental health centre. They conclude that the majority 
of research published in the field's leading journal has little to do 
with the stated objectives of the discipline”. 


TEACHER: AN AGENT OF MENTAL HEALTH PROMOTION 


Perhaps the best way to find out what personality traits a 
teacher should have is to turn to the children themselves (Carroll, 
1969). Some years ago Witty, collected 14,000 letters of school 
students on the subject, “The teacher who has helped me most”. 
He then analysed the responses and listed the following traits in 
order of importance : 


1. Cooperative, democratic attitude 
Kindliness and consideration of the individual 
Patience 


Pleasing personal appearance and manner 


2 

3 

4 

6. Fairness and impartiality 
a Sense of humor 

8 Good disposition and consistent behaviour 
9 Interest in pupil's problems 

10. Flexibility 


11. Use of recognition and praise 


12. Unusual proficiency in teaching a particular subject. 


The following year, 33,000 more letters were collected. From 
these, “Sample letters were drawn at random, and the nature and 
frequency of undesirable characteristics were ascertained”. They 
were as follows, arranged in order of rank: 


L, Bad tempered and intolerant 
ae Unfair and inclined to have favourites 


3. Disinclined to show interest in the pupil and to take time to 
help him. 
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Unreasonable in demands. 

Tendency to be gloomy and unfriendly 
Sarcastic and inclined to use ridicule 
Unattractive appearance 


Impatient and inflexible 


Pp No PP FSS 


Tendency to talk excessively 
10. Inclined to talk down to pupils 
11.  Overbearing and conceited 

12. Lacking in sense of humor. 


A comparison of the lists of positive and negative character- 
istics reveal clearly that the school child responds favorably to the 
teacher who practises the mental hygiene point of view in the class- 
room. It is vitally important that during the school years the 
children be under the guidance of well integrated intelligent 
individuals to the teaching profession and to make the conditions 
of their work such that their personalities will be strengthened 
rather than weakened. 


Positive principles of Mental Health in the Personal Philosophy 
of Teachers 


According to Bernard (1970), by incorporating into the 
personal philosophy of the teachers, those values and action 
patterns which are conducive to good mental health, the humanistic 
approach could be ensured in classroom. The following, as positive 
principles of mental hygiene, are means of exercising the various 
aspects of personality and of satisfying fundamental human needs: 


1) The better one’s physical health, the greater is the likelihood 
that he will have the initiative and energy to achieve mental 
health- ‘A sound mind in a sound body’. 


2) The better one understands the reasons for goals of his own 
conduct, the greater will be the control exercised over mental 
health processes and interactions. 


3) One’s mental health is enhanced by improvement of his 
relationship with others. Mental health consists, in large 
part, of human relationships. 
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4) 


5) 


6) 


7) 


8) 


9) 


10) 


11) 


12) 


13) 


Having a confidential relationship with another person - 
selected friend, therapist, counsellor - adds to the probability 
that one can establish and maintain the perspectives on his 
own problems that are essential to mental health. 


The view one takes of problems, situations, and dilemmas is 
often as important as are the actual objective events. 


Worry and anxiety may be reduced by careful assessment of 
current situation, by examination and possible revision of 
goals and by devising more appropriate plans. 


Increasingly, as one approaches maturity, a genuine sense 
of security derives from developed skills which enables one 
to meet and solve problems. 


A mentally healthy life will more readily be achieved when 
there is an appropriately balanced regime consisting of both 
work and play. 


While planning for the future is a part of proactive man's 
opportunity, mental health is fortified by giving major 
attention to the present situation. 


One tends to see what he looks for and the zest for living 
can be increased by one’s tuning in to the humor which 
resides in daily situations. 


One should, instead of expecting perfection of himself, learn 
to be satisfied with doing the best he can at any given time.. 


One approach to human affiliation which is essential to 
mental health is to capitalize on the values and aspirations 
of a religion of love. 


The person who is able to enjoy the ordinary occurrences of 
daily living tends to be substantially above average in mental 
health. 


Tutoring Therapy Model : Building self esteem in children 


Self esteem seems to be the foundation of self confidence. 


Keeping self esteem alive is necessary for each human as water for 
plants. Self esteem is the daily food of emotional health. Building 
self esteem is a process, usually a slow one. Berne and Savary 
(1990) named the procedure as Tutoring Therapy. Some of the 
suggestions which could be put into practice are given below : 
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Spend as much time as possible with the children. Give 
undivided full attention to them. Let them get the feeling that 
you care them enough. 


Listen to their problems and difficulties and even the subtle 
messages. Listening heals broken self esteem. 


Accept the children and their friends. Show interest in them. 


Do not hesitate to share the ‘good’ and ‘bad’ moments of your 
life with them. 


Take the children to special places - picnics, temples, parks, 
and exhibitions, zoo, museum - expose them to new 
experience. 


Avoid pretensions and be sincere in your reactions and 
relationships with the children. 


Allow them to share with you their imagination or fantasies. 
do not challenge them. 


Do not embarrass the children in any way. 
Ask them questions that do not threaten. 


When you ask a child to do things, choose tasks that the 
child can do successfully, success builds self esteem. 


Acknowledge the positive qualities in a nonevaluative way. 
Have realistic expectations. Let them move at their own pace. 


Avoid boredom as far as possible. Joy and fun are attractive 
to children. 


Share some of your personal belongings with the children. 
Allow the children to be of help to you. 

Trust the children and be trustworthy yourself. 

Help them release their tensions through physical exercises. 
Tell them nice and interesting stories. 

Use humor in building relationship with them. 

Convey caring feelings through touch. 
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Elicitation Model - A Teacher's Recipe for Approaching Parents 


The goal of any parent-teacher contact is to promote a working 


alliance. One approach of this working alliance is the use of 
‘elicitation model’ proposed by Hetznecker at al (1978). The 
guidelines are given below: 


le 


10. 


bls 


Tz. 


Assume that the parent has as much good faith and good 
intention as you do. 


Assume that parent acts with as much consistency in his role 
as you do in yours. 


Adopt listening attitude rather than teaching, telling or 
advising. 


Assume that there are many experiences of the truth. The 
experience and expression of that truth depend on the focus 
one chooses. 


Elicit the parents’ views, particularly their views of the child 
and their experience with the child. 


Restrain the impulse to criticize the parental handling of the 
child at home. Also refrain from suggestions for home 
management unless requested. 


After you listen to what the child does at home and what the 
parents want him/her to do, show some positive thing the 
child does at school. Then show some other things he does 
and what you would like the child to be able to do. 


Do not say what the child is. Describe what the child does 
or is unable to do. 


Focus on developing a working alliance through which you 
and the parent can find ways to help the child to be more 
comfortable at school, like himself better, and feel capable. 


Note things we expect the child to do. Elicit from the parent 
ideas of ways how this could be accomplished. 


Say what you as a teacher will try to do at school to help 
the situation. 


Tell the parent when you will report on how the plan has 
worked and ask the parent to share with you at that time 
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13. 


14. 


15. 


16. 


17. 


18. 


19. 


how his efforts have worked. 


If the parent asks for suggestions on how to help at home, 
be specific. Say what learning tasks to help with and how 
to go about it. 


If a child is using school work to get attention at home, 
suggest that you or someone else help him with homework. 
Suggest that the parents save their time with the child for 
mutually enjoyable activities. 


As things improve at school, let the parents know what a good 
job the child is doing. Congratulate them for the efforts they 
have put out, and their success in your joint venture. (Tell 
the child the same good news and label his success for him. 
It is helpful to point out to the child the specific ways in which 
he achieved improvement). 


If things do not improve, do not complain. Arrange another 
conference. Better yet, at the end of each conference plan 
for the next one at some predictable time in the future. The 
object is to maintain the working alliance and to find new 
ways to help the child and to encourage him to help himself. 


Try to find ways to help the parent feel comfortable, compe- 
tent and helpful in the situation. If the parent feels better, 
so will the child. If the child feels better, so will the teacher. 


Be sure that the child has responsibility for himself and 
experiences the consequences of his behaviour. Prevent him 
from carrying last week's mistakes into this week. Depending 
on the child's age and readiness, it might be well to include 
the child in the Parent-Teacher conference at an appropri- 
ate time. Be sure that such an inclusion does not result in 
a barrage of criticism or blaming of the child by either parent 
or teacher. 


Be comfortable with your own natural human need for 
positive feedback, whether from child, parent, other teachers, 
or principal. Remember that if parents fail to give this 
feedback, it does not mean that that they are malicious or 
that you do not deserve it. 


Life Development Skills 


Skills have been divided into social, cognitive and physical 


skills. All three domains of behaviour contribute to the development 
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of personal competence. Most of the skill training related to 
personal competence comes under the general rubric of social skills. 
The term ‘social skills’ has been used to denote a wide range of 
behaviors. It has been used to refer to set of skills involved in 
‘initiating’ personal relationships, including such surface contacts 
as greetings and introductions. The term has often been used 
interchangeably with ‘interpersonal skills’ or ‘communications 
skills’ to refer to the process of ‘developing’ and ‘maintaining’ 
personal relationships, especially intimate ones. Behaviours 
involved in developing and maintaining intimate relationships 
include being self-disclosing, communicating feelings accurately 
and unambiguously, being supportive and being able to resolve 
conflicts and relationship problems constructively. Different terms 
like ‘relationship enhancement’ and ‘parent effectiveness training’ 
have been used to describe the skills. 


Danish et al (1983) identified the skills related to personal 
competence as ‘life development skills’ which include the ‘cognitive’ 
and ‘physical’ skills and interpersonal skills such as initiating, 
developing and maintaining relationships and also skills such as 
developing self-control, mastering tension management and relaxa- 
tion, setting goals and taking risks. 


Cognitive programmes : Spivack and Shure (1974) theorized that 
certain cognitive skills determine problem solving ability. The most 
important skills include alternative thinking (the ability to develop 
alternative solutions to problems), consequential thinking (the ability 
to anticipate the consequences of one’s actions upon others), and 
means end thinking (the ability to develop a step by step problem 
solving approach and modify this approach as the situation 
dictates). Spivack and Shur believe that school children can benefit 


from training directed at improving these three problem solving 
skills. 


Developmental Programmes : This approach also emphasizes the 
acquisition of core skills with important implications for adjust- 
ment. These primary skills are social sensitivity, social cognition, 
and role taking skills. It is assumed that before individuals can 
act effectively in social situations, they must be able to understand 
and interpret what is expected and appropriate in each setting. To 
do so successfully, they must be skilled in social perception, social 
sensitivity or role taking skills so that they can understand and 
interpret the communications and behaviors of others, particularly 
the emotions and intentions guiding others’ behaviors. Improve- 
ment in such abilities as role-taking will improve interpersonal func- 
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tioning including problem solving skills. 


Task-Specific Programmes : The Third approach differs from the 
first two in that problem solving is viewed in task-specific terms. 
Different tasks require different skills. Typically, skills targeted for 
training are based upon a careful task analysis. For example, fear 
and anxiety may inhibit problem solving on particular tasks, 
whereas feelings of self confidence and high expectations of success 
may facilitate performance. The behavioural skills needed to resolve 
each problem situation vary depending on the task. Individuals may 
be skilled to perform some tasks but not others. 


Student Enrichment Programmes : | have found the following 
areas to be useful and effective (Parthasarathy, et al 1991) : 


} How to study effectively ? 

Causes and remedies of failures in examinations. 
Characteristics of efficient students. 

Preparation for examination. 

Prevention of health problems. 

Knowing about yourself and others. 

Root causes of interpersonal difficulties. 


Future orientation. 


© PNA SF w DW 


Pupil-Teacher expectation. 
10. Principles of Mental Health. 


Structured group interaction in the classroom provides opportuni- 
ties for effective-communication-sharing of problems as well as 
problem solving mechanisms. As a result of the intervention, the 
study habits are found to improve; classroom behaviour and 
scholastic performance become better. Problem solving skills 
especially related to school assignments are enriched in the 
students who are exposed to such programmes. 


Outcome Measures : Various studies on prevention programmes 
used outcome measures like 


Problem solving skills 
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- Simulated problem situation 
: Locus of control 

- Teacher ratings 

- Sociometric measure 

- Self- esteem 

- Level of aspiration 

- Behavioural observations 
Role taking skills 
State-trait anxiety 

- Self concept 

- Moral development 

- Empathy 

- Altruism 

- Smoking rate 

- Drug use 

- Sexual knowledge 

: Assertiveness 


The Evaluation of these programmes brought out mixed 
results - some positive and some negative. However, continuous 
and consistent follow up work is emphasized by almost all 
researchers. 


Thus the conjoint efforts of mental health professionals, the 
school personnel and school children would be essential in 
promoting mental health and prevention of many of the emotional 
problems in school setting. To gain public and professional support 
(Clidewell, 1983) we must try to prevent some problems that 


ii are specific and visible 
ae are likely and painful 


3. have a plausible rationale 
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4. can be attributed to some community agency, 
and 


5. do not cause something worse. 


The school setting fulfills all these requirements and offers infinite 
scope for mental health promotion in Indian setting. 
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CARE OF ADOLESCENTS 


Dr. KRISHNA PRASAD SREEDHAR 


Professor 
- Department of Psychology 
University of Kerala 
THIRUVANANTHAPURAM 


I am to talk to you about the impossible years. This is an 
area where a lot of controversy exists. The very phase called 
adolescence is considered to be a problem age. Sometimes, it is 
even perceived that the age of adolescence is almost equivalent to 
an abnormality. To what extent we have to accept this is a question. 
Because, if this is so, we have to rely on Karl Meninger’s concept 
of normality as a process. All of us have gone through these 
wonderful years. Were we abnormal at that time? Well, I for one, 
have always thought that I have been normal then. So to me there 
is no contradiction. You may decide for yourself. 


The area can be covered at various levels. (1) An otherwise 
normal adolescence with possible intervention programmes in the 
promotion of mental health. (2) Adolescence with problems. 
Recently we have been looking into many problems, especially in 
Kerala. A little bit of awareness has come up on the need of normal 
people, ie, normal people coming with problems. The 3rd and 4th 
would be adolescents with neurotic problems and adolescents with 
psychotic problems. 


I am very happy that prof. Prabhu has already spoken to us 
on lifestyles. Lifestyles change drastically during adolescence and 
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the change that takes place during adolescence in terms of lifestyles 
come to stay. Till we reach that level there is a pattern set by the 
family and we go by it probably because very little harm is done. 
The moment the child gets on to the level of adolescence, he 
perceives a kind of freedom and then becomes slightly rebellious 
which, of course is considered normal like the normal negativism 
children show at the age of two. But in this process there is the 
possibility that they may go into different groups other than the 
family, by which they can come out with wrong styles of life. I do 
not know whether there is a style of life which is optional or 
pathological. But I believe that there is a healthy style of life. We 
heard this morning that for thousands of years, we have been having 
an excellent system of living. That kind of living was qualitatively 
different from the kind of survival that exists in the western society 
to which we are moving fast. From surviving to living, there is a 
lot of difference and presently the adolescents have been surviving. 
The best example is the getting into the peer group and coming out 
with conformity with peer group, which is not very healthy in most 
of situations. On several occasions we have noticed that most of 
the people who went into substance abuse later on went to love 
‘abuse, both happening due to peer pressure. It was found that 
nearly 6% of our college students go in for substance abuse at their 
age of adolescence and this tends to increase to 11% when in pro- 
fessional colleges. 


The kind of difficulties that take place because of the pressure 
peer group conformity is to be taken into account as one of the 
problems. 


We all know that this is a group where these children are 
not accepted by other children. These children are not accepted 
by adults because they are neither children nor adults. Because 
of these difficulties they are like driftwood. What happens is that 
there is difficulty in indentification with a normative group. 
Naturally people then suffer from a kind of being strange in one’s 
own homes and then it tends to be a house rather than a home. 
Often it is found that lifestyles can drastically change because of 
this alienation. The existing rules of the family and society are no 
more perceived applicable to these children. On the other hand 
they feel it is something like obeying and coming into conformity 
with these existing rules and regulations. Even though they are 
very normal, it is perceived to be an unhealthy conformity. 


To what extent we can correct this is still a question. It is 
a highly debatable one. In my counselling sessions, | always 
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remembered one very interesting Readers Digest article titled “Even 
this may pass”. It was about a person suffering from cancer. The 
consolation came from her husband saying that even this may pass. 
This kind of an attitude and making the child aware of the fact that 
this adolescence is a period of transition and it has not come to 
stay is good. The promise of reaching the other land which is not 
far off, will give a lot of hope to children. The problem is that nobody 
tells them that. Could be, this is commonsense but commonsense 
is now conspicuous by its absence. I feel that if there is a kind 
of sharing of their anxiety they would not feel that estrangement. 


Another thing I want to tell you is that presently in Kerala, 
teachers, and parents do not have time for children. If you go to 
the teachers, they will ask you where is the time? Same with 
parents. I challenge anybody to go to one of the parents in Kerala 
and especially the mothers. If you can modify her behaviour by 
making her relaxed with the problems of the curriculum of the child, 
I think I can give you a present. A situation has come where we 
have to reconcile to some social realities. A child in the L.K.G. is 
now being prepared for U.K.G., Within U.K.G he will be prepared 
for the entrance in primary school. There is a rat race. That is 
the time when we psychologists by theoretical orientation under- 
stand and go to schools and homes and say that we have excellent 
packages: the child will have better mental health, with the help 
of it. Parents are not worried about the mental health of the child 
these days; they are worried about the career of the child. 
Revamping of the educational system is required. If we are thinking 
in terms of promotion of mental health of adolescents, one thing 
that we have to take inte account is the communication skills of 
the adolescent to the society and also the communication pattern 
that is taking place within the family, two areas which are slightly 
different but highly correlated. 


If a child is willing to learn, there are a number of 
organisations in the state to train the child, even in spoken English 
and several such things. But then what about communication in 
the family? This I consider, as a psychologist, more important than 
communication elsewhere. Communication in the family has 
dwindled down to zero. Probably the only time the mother and the 
child communicate is at the time of homework. The rest of the time, 
even if there is time, parents are not able to talk to the children 
because that is when they watch T.V. 


I was wondering why during my school days every teacher, 
after 45 minutes of class work used to make us stand up, turm left 
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and right etc. This was a ritual which I thought was foolish. Now 
I understand the importance of kinesis, the importance of body 
movement in keeping people alert. Young children cannot be held 
in suspension, then they will go into hibernation. If you make them 
sit for more than 15 minutes, they will be restless. Adolescents 
are no way different in this particular aspect. 


In this context I would like to mention one thing: the 
importance of Yoga. If you ask anybody what they are doing, they 
will say “I am doing an exercise”. Well, to my mind, yoga is not 
an exercise. It starts as a physical culture; the aim is mental 
culture. I have always wondered why people have assumed different 
postures in yoga. | have a feeling, and also there is some kind of 
evidence coming from the past, that when you assume a posture, 
you are not simply assuming a posture but also inculcating an 
attitude. “He struck an attitude of defiance”. Well, this kind of 
striking an attitude is not mental kind, but it is the physical posture 
people are referring to. That posture dictates the mentality. Yoga 
deliberately makes people go from one posture to another so that 
the person by training learns to come from one attitude to another 
in quick succession. Why this quick succession in mentality? What 
is happening in this quick succession? See, I am in a particular 
mental set of the psychologist. When I am in that you cannot simply 
take me out of that. If I am angry with my wife, I will carry that 
anger with me to the university and to the students. This is fixity 
of set. In yoga, you find that you cultivate this habit of changing 
from one set to another in terms of mental attitudes so that there 
is flexibility of mind. Can there be mental illness if there is flexibility 
of mind? I dont think so. All mental illnesses, eg., depression, is 
one set which is difficult to change. So change the set voluntarily 
so that health improves. And for a vulnerable, flexible age like the 
adolescence, yoga is one remedy through which we can bring in 
better mental health. 


Now I am going to the second aspect, ie, adolescence with 
problems. What are the problems? The problems are in terms of 
peer group pressure, substance abuse, love abuse. With reference 
to substance abuse at least we have evidence that more people go 
in not because of frustration, but because of experimentation. This 
is purely due to peer pressure. The group expects that if one wants 
to become a part of the group, he will have to do what the group 
expects from its members, ie., conformity. People are taken to the 
subculture of substance abuse. 
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Another thing which I have noticed is that in those families 
where there is definite love deprivation, young adolescent boys and 
girls have a tendency to fall in love, at an earlier age than in other 
families. Having fallen in love they find that things are difficult and 
often come voluntarily or will be brought for counselling. The 
difficulty with having this kind of a set of rebellious adolescents is 
that they are not in a position to come out of their difficulty, because 
some kind of name imprinting has already taken place. And now 
the family is against it. It is an area where psychologists have to 
work a lot and come out with possible intervention programmes. 


Another difficulty of adolescents is lack of sex education 
which has been spoken of in many forums. But the difficulty is 
that this is not practised anywhere. Some concerted efforts have 
to be there so that people may come out with proper sex education 
so that adolescents may come with proper orientation to sex. 


The last is improving self-concept. One of the most damaged 
faculties of an adolescent is his own concept of himself. To what 
extent an adolescent has got the self-esteem is something that we 
have to measure and find out. If the person has enough self-esteem, 
self-respect and self-confidence, he must have already understood 
that adolescence is only a transition period. 


DISCUSSION 


Question: If pregnancy is to be reinforced as a physiological 
process, how about the operational implication of this physiologi- 
cal process in our present concepts of antenatal, postnatal, and 
perinatal services ? 


Dr. Ananda Mohan : One of the disadvantages of the present day 
health care system is that every pregnant woman attends a very 
busy antenatal clinic, so that the physical aspect is looked after 
and very much carefully monitored for all the complications. But 
most often the psychological or emotional aspect or the attitude of 


the pregnant woman to her pregnancy and the baby to be born are 
neglected. 


So what happens is that in the back of the mind is the 
thought that a person is going to a hospital. Hospital is where the 
sick people go. In the olden days pregnant women knew that this 
is a physiological process just like growing up. Pregnancy was a 
natural normal process. But when you start going to a hospital, 
the inherent anxieties associated with being a sick person get into 
your mind. In the present day context, this aspect of being sick 
gets more and more importance. Something should be done so that 
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every woman understands that her pregnancy is a normal 
physiological process and not a disease. 


I would like to add a comment here. Rather than the doctors, 
the parents and the teachers must let every adolescent know what 
pregnancy is and what the role of male and female is. That should 
be the starting point. 


Dr. Prabhu : | just wanted to add a note to what my good friend 
Krishna Prasad has said. When we think or plan in terms of a 
programme for our schools, we have a tendency of looking toward 
urban prestigious schools. The clientele of the school will be from 
particular strata of society. And in the present day, their intention 
is to do pre-degree and go into some IIT or the medical colleges. 
They neglect everything else. Kindly shift your attention from these 
schools to our rural schools or those which are in the semi-urban 
areas, where the less previleged people go. My collegue Dr. Mrs. 
Malavika Kapur found the same difficulty when she approached the 
urban schools; they had no time. But from rural schools, semi- 
urban schools, less previleged one’s schools, she had invitations to 
go and conduct programmes, That is one optimistic aspect. 


Secondly, if you have good programmes you will always be 
welcomed. We need not go to the schools. There are more number 
of adolescents outside the schools in this country than inside the 
schools. This is an area where, if the schools are not willing, non- 
governmental organizations could be very active. If you have a good 
programme, you can give it as an independent programme. I was 
looking at the brochure of T.A for executives and others. If they 
have a good programme to deliver, by which they make only 
marginal profit, there will be many takers. There will be no dearth. 
People want programmes. There is the capacity for non- 
governmental organizations to come in a big way in working towards 
Mental Health promotion. I am very optimistic about that. 


Question : If a4 year old abandoned baby is .adopted by a couple, 
do you mean to say that he will forget all the bitter experiences? 


Dr. Shoba : | did not spend a lot of time on the question of 
rehabilitation of young children. If you go to an orphanage where 
abandoned children are kept there is an order in which 
rehabilitation takes place. The order of rehabilitation for a young 
pre-schooler would be first to unite the child to its own family, or 
you go in for adoption by an Indian family (next option), Indian 
family settled abroad, next, a foreign family and the last option is 
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SOS villages, | am sure most of you would have heard of it. They 
work as a family unit. The idea here is that every child has a right 
to a family. All of us are aware that child abandoned and uncared 
for is highly traumatized. There is no doubt about it. But if you 
are going to leave the child as it is, it is definitely going to have 
problems. But if this child is taken up by caring, nurturing parents 
who will take adequate care, then that makes a lot of difference. 


But I see that the question is worded little differently. It is 
a four years old child going to a childless couple. There comes a 
problem. If the childless couple, who are going to take care of the 
child, do not go through a series of sessions with somebody who 
knows them, they will romanticize this aspect of getting a child. You 
cannot romanticize a four year old child coming into a family. A 
four year old would have developed a style of living. An abandoned 
four year old in an institution would have learnt how to survive. 
The Child would have learnt a lot of things which the childless 
couple would be shocked to see. We have parents who have taken 
an older child and have come back for the first adoptional 
counselling. They thought they will take a little innocent child and 
here is a little terror in their hands which they never bargained for. 
So here we have parents who have not trained about how to care 
for the child. Otherwise in a nurturant atmosphere there is no 
doubt that a child can grow into a healthy human being. I must 
not forget to tell you that it is always an interaction between the 
temperament of the child and the environment of the child. It is 
quite possible that there are a number of well adjusted, even 
tempered children. They are easy to warm up. There are sometimes 
children with very difficult temperaments. But when they come into 
a family where the sensitive parents know how to tackle them, even 
the difficult ones will get their ends rubbed smooth. 


Fr. Chittoor : In many of the schools, the attitude of teachers is 
one of work to rule. In practice, the teachers refuse to take more 
responsibility. Could you give some practical suggestions to 
motivate our teachers and educate parents? 


Answer: As far as the teacher's attitude is concerned, it is not 
always the teacher's personality which is responsible for this 
attitude. The various kinds of demands made on the teacher : lot 
of syllabus subjects, examination orientation, These kind of 
situations often compel the teachers to be like this. In such 
situations it is very difficult to motivate the teachers in general. We 
may have to motivate them to bring some change in the system itself 
the policy change, the examination system modified to suit this kind 
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of students. 


Dr. Shoba : | just want to add a comment about two kinds attitudes 
of teachers. One attitude is “it is very easy for you to come and 
talk about it. You spoke nice things, but it is not meant for me’. 
The other group is fatalistic. According to them nothing can be 
done. They are at the bottom pit of despair. Very often we find 
that when we go for school programmes, we try not to straight away 
start lecturing to the teachers. Because if you do lecture, they 
simply settle down passively and just let it pass. But if you make 
them sit in a group and enquire after teaching conditions, the kind 
of things they do, their problems, etc., you get to know the teachers. 
You see them as human beings who have trouble and as much 
difficulties as we have about the kind of things they do to the 
students. But they simply want help, they want advocates to push 
their cause into the departments. I always think that when | talk 
to teachers they always talk about the departments. The 
department is like one big giant standing there. 


Question : Why not promote home delivery? 


Dr. Ananda Mohan : That is a very very good suggestion. I should 
say years back a woman delivering a baby at home in England was 
prosecuted. Now the pendulum is swinging back. They say that 
a woman should bringforth her child in her own surroundings. 
Some of you would have read ‘Medical Nemisis’ by Ivan Illich. He 
has said that the present day medical care system has deprived our 
rights to decide how to be born or how to die. It has been left entirely 
in the doctor's hands. Home delivery, with adequate care to prevent 
complications, I should say, is the ideal thing today. : 


As far as our state is concerned, I think that because of the 
availability of immediate obstetric help, we should promote domestic 
delivery with the help of the traditional birth attendants who have 
been doing a very good job. The social workers should think over 
the matter. The obstetrician also should be prepared to accept that 
prospect. 


Dr. S. Joseph : In the olden days in the joint family system most 
of the family members were aware of pregnancy, child birth and 
related aspects because there were mothers and grandmothers to 
explain all these things. The members were secure. They grew up 
with security, with a lot of people around and they knew about many 
of the things. 


Today what has happened is, that system has disappeared. 
We have not reached the social security system of the west. We 
are somewhere in the middle. There are working parents. The 
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woman becomes pregnant; she has all her anxieties. Our antena- 
tal clinics are not prepared to give her all the relaxation. She has 
her baby. She has to go for work and the baby is left in the care 
of her grandmother or servant. So neither the woman gets the 
security, nor the baby gets the security which they used to have 
in our old joint family. 


But among the rural population with whom I am working, 
still they have the joint family system. The girls even though 
uneducated are more informed about pregnancy, childbirth and 
bringing up of children than isolated educated families. So I agree 
with Dr. Ananda Mohan's statement and something should be done 
by way of giving support to the pregnant women and telling them 
about the new born and children well in advance. 


Dr. Krishna Prasad : The present trend is to make pregnancy a 
disease and unnecessarily go in for surgery even. But it has been 
documented that in our primitive societies, pregnancy was 
considered as an ordinary thing, to that extent that a woman who 
experiences labour pain will go to the nearby river, deliver on her 
own, cut the umbilical cord with whatever is available there and 
resume her work. 


I am very happy that both of you have been thinking in terms 
of relaxation. One of the things which probably many of you might 
have experienced is that the obstetrician tells you that the delivery 
is going to be normal and everything is normal, all that is required 
is to relax. But they will not teach you how to do that. I have 
taken up this venture in a very small level, and started giving our 
conventional Jacobsons relaxation technique to expectant mothers 
and found salutary effects. In several areas it happens that a 
woman, as soon as she complains of labour is immediately taken 
away from the family members to avoid the menance of family 
members creating a scene. She is placed in a kind of solitary 
confinement before the delivery, because the doctors know that it 
takes some more time. All that the doctors say is “look here, 
everything is normal; you relax”. But this poor woman does not 
know what relaxation is. She will try to relax. That will produce 
greater tension. If you analyse the thoughts of a woman in that 
kind of a labour room, you find that most of them have got negative 
thinking, “will I die?”, “will the child have deformities?”, so many 
negative thoughts come in and create tension. Many normal 
deliveries are converted into abnormal purely because of anxiety of 
the mother, the expectations and the surroundings. All these have 
an impact on the final outcome. 


100 


Dr. Ananda Mohan : | would like Dr. Prasad to hold a workshop 
for obstetritians, so that first they will learn how to relax their 
patients. Most of us do not know. I have been working on this 
aspect and | know that all these problems will affect the child also, 
that is why that is very important. 


Dr. Raseena Padman : We are conducting three types of 
programmes for various levels of teachers. One programme is meant 
for the primary school teachers, the other for high school teachers 
and third one is for college teachers. The first one is intervention 
and identification of early childhood disabilities for primary school 
teachers. 


Dr. Shoba : | just want to say one thing: We have found that 
teachers will take a lot of interest but what is important is that 
people like you should woo the management. The management 
must have a feeling that what is happening is enhancing the image 
of their schools and colleges. It is necessary, it is something that 
the parents see as positive. So we find that the teachers get a lot 
of support, if the management knows and recognizes them. 


Dr. Grace Mathew : Now there is a question about the Mental 
health of test tube babies. Any studies on this? 


Dr. Ananda Mohan :_ These are the assisted reproductive 
techniques. Most important is what is called in-vitro embryo 
transfer. Georgin Jones has done a lot of work on in-vitro 
fertilization. She has brought out a book called “Mental Hell” for 
those who want to resort to an assisted reproductive technique. It 
is really a mental hell for the couple. Long sessions and 
disappointments and what not. Ultimately 9% is the success rate. 
And what happens is that, most often an assisted reproductive 
technique is resorted to because of a woman's failure to reproduce. 
In that case after going through the entire process of hell, her 
attitude to the child and the husband's attitude to the child, 
because, of being a helpless spectator, will be some sort of an 
ambivalence. Generally it is found that these children have 
behavioural problems but it is too early to give any statistical data 
on that. 
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RESPONSIBLE PARENTING 


Dr. GEORGE JOSEPH 


Psychiatrist 
Kusumagiri Mental Health Centre, 
Kakkanad, Kochi. 


Bringing up a child is a difficult process involving a lot of 
hard work and sacrifice. But it can also be fun. One can enjoy 
doing it, deriving a lot of pleasure and satisfaction from it. Whether 
it turns out to be a pleasant or an unpleasant task depends on 
their knowledge of proper child rearing practices, about the prob- 
lems to be anticipated and the remedial measures to be taken. 
Parents must approach this task with a sense of responsibility and 
dedication. 


Having a child should be the result of a conscious act, not 
an accident of nature. A couple gets a child because they want 
to, because they feel it is meaningful, because they feel they can 
bring up a child successfully. They do not get a baby because they 
feel it is time they had one. They do not get a baby because 
everybody else had one. They do not get a baby to save their 
marriage which is on the rocks. 


The child's arrival should be planned in the proper time 
frame, taking into account the parent's studies, jobs, transfers and 
availability of relatives to help. It is not proper to have the baby, 
hand it over to the not-so-willing grand-parents and go off to a 
distant place to work. Responsible parents-to-be already start 
preparations even as the baby is expected. This should begin with 
rearranging the house. There should be enough privacy for the 
mother and baby and, as the baby grows, it should have a safe area 
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in the house to crawl and play. A new baby needs special clothes, 
blankets and sheets. If started early, these can be acquired slowly 
and with least expense. 


This is also time to develop new patterns for getting and 
spending income. If both parents are working, the wife's income 
may stop for the time being. Information has to be got about the 
possible expenses they have to face for medical care during 
pregnancy and delivery. 


Changes may have to be effected in the roles of the expectant 
parents. Today's young mother-to-be is forced to assume a 
multiplicity of roles. But depending on her physical health and 
other factors, she may have difficulty in carrying out all these roles. 
Husbands will have to take up wholly or partly some of these roles. 


But first of all, this is an occasion for the expectant parents 
to discuss between themselves their attitudes towards the preg- 
nancy, their expectations and their fears. This is the time when 
they must get information about pregnancy and child birth and get 
their doubts cleared. 


Let us now turm to the couple who have just become young 
parents. The young mother has to rediscover her identity as a 
person while carrying out her responsibilities as wife and mother. 
It is natural that she will be child-centred, sometimes to the point 
of neglecting her other roles. She has to learn how to care for her 
child and learn to enjoy doing it. 


Similarly the husband has to assume for himself the role of 
father and learn the new responsibilities. He has to assume a 
reasonable share of duties for the care of the child. He may have 
to make changes in his daily routine, help the wife in preparing 
a suitable family atmosphere and give the necessary extra support 
to his wife both emotionally and in the physical work involved. 


In our culture fortunately the young parents get a lot of help 
from their parents or other relatives. While this is always true of 
the first pregnancy, some families may not be able to get this help 
for the subsequent children. ‘ 


As the children reach the school going age, the responsibili- 
ties and challenges of the parents too change. One of the major 
challenges of this period is the financial stress. In low and moderate 
income families where food, clothing and medical costs are always 
a big part of the household expenses, having to care for one or more 
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children adds considerably to the financial burden. New resources 
may have to be found and new savings started. Even in the 
relatively upper classes, the need for keeping up appearances and 
choice of prestigious schools will add up to the higher costs. 


Another challenge families face at this stage is the limited 
space they have. Growing children need plenty of space. We have 
to utilize school playgrounds, public parks and open spaces near 
the house. And if it is not safe to send the children alone to these 
places, one or both parents have to find the time to accompany them 
there. 


As the children become adolescents, the parents have to 
provide facilities for widely different needs. The adolescents need 
privacy more than ever before. They also need facilities for a more 
varied social life. The need to entertain friends, go for movies, listen 
to music, etc., 


Teenagers have to be increasingly involved in working out 
money matters and other responsibilities of family living. This is 
also the period when children tend to exercise their independence. 
Communication tends to be strained between parents and children. 
Parents should be particularly careful to keep lines of communi- 
cation open. 


Many parents are afraid to face their children’s adolescent 
period. But it is reassuring to know that several studies have 
indicated the adolescent problems have been over-reported. Though 
parents often have marked differences in taste concerning music, 
hair style or clothes, most adolescents share the same values as 
their parents and retain harmonious family relationships. 


As parents reach their middle age, their tasks and respon- 
sibilities change considerably. It is time to relinquish their central 
position in the children’s world and to set their adult children as 
autonomous persons. Their independence should be respected and 
promoted and parents should learn to discover new friends in their 
children and children’s children. 


By now the parents have become grand-parents,. In our 
culture grand parents have an important role in the family. They 
represent the enduring family traditions and values. While they 
withdraw from active leadership in running the family, they retain 
the position of benevolent elders to whom their children and grand- 
children can turn for advice and support. While they retain their 
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position as heads of the family, they avoid interfering with authority 
of their children. 


Two areas which are becoming increasingly complex and 
confusing for present day parents are the areas of education and 
discipline. 


Take education. The three principal factors which influence 
education are the child, the school and the parents. Let us see how 
responsible parents interact with the other two factors. 


Consider the child. First of all, the basic needs of the child 
have to be met by the parent - basic needs like food, rest, sleep, 
play recreation. 


Because of the difficult hours they have to keep for their 
schooling, tuitions and games, some children do miss out on their 
meals and wholesome food. Similarly a child needs enough rest 
and sleep. Most children cannot get up at four or five in the morning 
to start studies. Play and recreation are absolute musts for any 
child. Play is creative. It teaches the child to share and to become 
a better social being. It teaches him to tolerate frustrations and 
failures. 


The other important aspect of the child which the parent 
should understand is the child’s potential - his strengths and 
weaknesses. The parents should encourage him to excel in what 
he is good at and support him to improve in his weak areas. On 
the contrary, many parents do the opposite - criticize every set-back 
while not appreciating his achievements. If something is beyond 
the capacity of the child, there is no point in pressuring him beyond 
his limits, whether it is in academic or non-academic activities. 
Much is being written about parental expectations for academic 
achievements of their children. But such over-expectation is often 
found in non-academic activities too. Because of this, usually 
pleasant extracurricular activities become unenjoyable or even 
stressful to many children. 


Children need to study at home and do have assignments. 
Young children may need guidance and sometimes help in doing 
homework. It is the parent's duty to see that children get enough 
time at home, free from distraction, to do their studies. One or 
both parents can join them with their own work or reading. 


Education involves the all-round development of personality 
and character. A child may be interested in sports, music or 
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painting. Give him exposure in all these areas. This will definitely 
enrich the child's life. 


Let us now examine how parents interact with the school. 
First, parents should know what the philosophy of the school is 
and ensure that it is compatible with their own ideas on educa- 
tion. Second, the parents should learn about the child's activities 
in school, about his friends and how much he likes the school. If 
the parents have been developing and maintaining proper channels 
of communication with their child, much of this information can 
be got from the child. And finally, parents should maintain contact 
with the teachers. This is something which is lacking in many of 
our schools. Parents and teachers often mistrust each other and 
contacts between the two deteriorate into confrontations. Or, even 
worse, parents fail to meet the teachers even when specifically 
requested to. 


The other major area to be considered, while discussing re- 
sponsible parenting is the matter of discipline. Most of the dis- 
cussions on this subject has been on which method of disciplining 
is superior and how severe the disciplining should be. Most experts 
agree that when used in moderation, most methods of disciplining 
are effective - whether love-orientated techniques or reasoning or 
chastisement. An important factor in the success of disciplining 
is the quality of parent-child relationship. Some parents are very 
authoritarian, making the rules and enforcing them strictly. The 
child cannot argue or discuss about the rules. Some parents are 
permissive and indulgent. They give in to the demands of the 
children and lack control over them. Children of the former tend 
to have low self-esteem and may become socially withdrawn. The 
children of the latter seem to lack self reliance and impulse control 
and tend to be more aggressive at home. Another parenting pattern 
is the indifferent or neglecting style. This leads to further worsening 
of parent-child relationship, aggression and low self esteem. 


In a satisfactory parent-child relationship the parent has to 
exercise his authority over the child. The parent has to set the rules 
and enforce them. But he or she does this through an interaction 
with the child that encourages the child's independence, recognizes 
the child's rights, responding to the child's reasonable demands and 
encouraging shared decision-making. 


The child needs parental guidance to distinguish between 


right and wrong, and reassurance that what the child is doing is 
acceptable. 
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Parents must provide explicit guidance on what they expect 
of their children’s behaviour. Parents must react to deviant 
behaviour of children that are brought to their notice. And parents 
must delegate responsibilities to their children depending on the 
children’s age and capability. 


During recent years there has been much concern over the 
effect of television on the children. Most authorities agree that 
watching violent programmes fosters aggressive behaviour in 
children. It leads to an increased acceptance of violent solutions 
to personal frustrations. Stereotyped characters on TV often make 
children develop prejudices. Children who watch commercials 
pressure their parents to buy products like toys, sweets, and 
cosmetics. Heavy viewing of television also affects the time spent 
in reading. Such children fail to develop the reading talent. They 
may even have poor language development. 


Parents have the responsibility to decide how much T.V. their 
children should watch and what programmes they should watch. 
Parents can watch with the children and discuss the programmes 
with them, especially comparing the T.V. versions with real life 
situations. 


Before concluding let us carefully review some of the 
influences that shape parenting. 


- People who in their childhood, were brought up in 
seriously unhappy or disrupted homes tend to lack 
adequate parenting skills when they grow up. 


- Parenting difficulties are more likely to occur when the 
parents are depressed, over-anxious or have any psychi- 
atric disorders. 


- Parenting is influenced by social factors like housing 
difficulties, over crowding, or lack of support for sharing 
household tasks. 


- A harmonious marriage with a steady and affectionate 
spouse gives better chances of becoming a good parent. 


- Parental attitudes towards children appear to be better if 
they have what they feel is the ideal number of children 
of the sex of their preference. 


- If parents expect to have an ideal child or a dream child 
they will be disappointed because no child can measure 
up to this ideal. 
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Finally, children’s characterstics have profound influence 
on the parent's attitude and behaviour. Children who are 
easy to manage and who are responsive and affectionate 
make the parents feel rewarded. Boys tend to provide 
greater difficulties in upbringing. |Temperamentally 
difficult children test the parent’s patience, and handi- 
capped children elicit different parental responses. 


In conclusion, parenting is a difficult task. It entails a lot 
of sacrifice. It has its moments of pain and frustration. It requires 
that you rearrange your whole life and develop a new philosophy 
of life. But, parenting can also be fun, a source of great joy and 
satisfaction. This happens to parents who can relax and enjoy their 
children. Parents can begin to see the world all over again through 
their children’s eyes, and can enjoy the companionship of their 
children. 
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PROMOTION OF MENTAL HEALTH 
AMONG THE AGED 


Dr. Jacos K. JOHN 


Professor and Head 
Department of Psychiatry 
Christian Medical College 

VELLORE. 


Our earlier speakers dwelt quite a long time on how to protect 
our children from problems; how to bring them up, how to improve 
their mental health and how to look after themselves. It is time 
now to take a look at how children can take care of their parents. 


In a way this would bring us to the care of the elderly because 
in all respects the current elderly are our parents. To a large extent 
it is very difficult to define this concept of the elderly. Who are 
the elderly? It does not really matter how we define it. The 
important thing is the fact that some changes do take place. In 
the west, the aged are said to be above 65. In India we talk about 
age 60 and above as old age. This difference might be cultural. 
The important thing to remember is that along with the age certain 
physiological parameters also change. Notable change will be of 
structure. Particularly with the topic mental health’in mind would 
be the changes occuring in the brain. The brain diminishes in size 
and its weight decreases by 10-15%. But this does not necessarily 
associate with the capability of the brain. We really do not know 
what the decrease in weight does. But we do know that as a person 
gets older his propensity for getting physically ill increases: high 
blood pressure, diabetes, rhuematism and what not. Along with 
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this the psychological processes change too. By and large, the 
personality remains stable. Unless some accident or brain injury 
occurs, no dramatic change occurs as people get old. The typical 
picture of the aged is ‘obstinate’, ‘difficult’, etc. But mind you, we 
probably are just carrying on with what they were all along. But 
what probably may be dramatic in its change is the social 
circumstances. The Government makes a person retire at the age 
of 55. You all know how active and productive he is at that age. 
I would say that is also a good thing. It spares you from transfers 
to strange places and you can return to your native land. It gives 
you a change to resettle where you want and create a circle of friends 
of your own and in a way, enjoy life to its full as long as you can. 
So in that respect, I think the policy in our country is very good. 


Nevertheless, as these very important factors of productivity 
and mobility decrease, social environment shrinks. This would 
definitely play a part in what would be called the quality of life. 
Quality of well-being and cultural issues are probably linked to what 
I am talking about. But I think that one of the strengths in India 
is that we believe that we have the strength and will to care and 
love our aged. I do not think this is absolutely true. I do not think 
we are particularly different from any other people in the world 
because both in the USA and UK, I found that children are fond 
of parents and take care of them. But parents want to be 
independent. It is considered to be an insult to themselves if they 
were to be dependent on their children. We in India like to have 
our parents along with us. But this whole concept of interdepend- 
ence which we foster, taking a page from prof. Neki’s dependance 
and interdependability, is one which we as a culture seem to foster 
and take on rather than pure independance. This is changing. In 
Kerala, I think, it is most acutely felt. Children are away in the 
Gulf or other parts of the country; old parents are left behind. There 
is a whole colony of old parents who are left to themselves, to fend 
for themselves, may be with youngsters from the extended family 
to care for them. They still value this care but I do not know till 
what time this will last. 


Where are our old people being looked after? By and large 
in the homes they have spent their whole lives in, or in their 
children’s homes particularly boys' homes. There would be some 
degree of supported home care. By this, I mean some of the 
supported parents continue to show that they can survive, can go 
and stay very close to their children. In the west you find little 
granny annex built with a home. There are a few old people's homes 
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built in our country, particularly in Bangalore where old people are 
encouraged to retire. I do not know whether these are really good. 
Because children and grand children and old people have to support 
each other. There are roles for each one. Moving into a specialized 
colony may be a viable alternative in some circumstances. Either 
because of physical frailty or psychological isolation, a person may 
need to go into a home, either a nursing home or a home for old 
people. This seems to be an end result of a phenomenon and | 
do not think you should look at into it as something positive. 
Nevertheless, it has its role in situations where nothing else is 
available. 


When we look at prevention, I would rather focus on the 
situation in 3 ways. We have looked mostly at prevention of illness. 
Marvellous. But in mental illness, prevention is not that much 
possible. We think certain things happen but those are factors over 
which we have very little control. Prevention in terms of early 
diagnosis and management and rehabilitation is important. 


In that context I would like to take you into looking after the 
elderly. As a doctor I would say that they need evaluation and 
assessment most of the time and this has to be a combination of 
physical, psychological and social assessment. I do not think these 
things can be taken in isolation. The strength of any kind of care 
for the old people is the integration of these factors. Depending 
on the time and mode of onset the needs will be different. One 
needs to understand how they live, one needs to assess the envi- 
ronmental cues and the financial resources that are available. The 
activity of daily living and caring for themselves are probably the 
cardinal features of assessment of any person to be looked after. 


One may need to make some diagnosis particularly in terms 
of the mentally ill. But I will not spend much time here on this. 
| would only say that there are two kinds of diagnosis. One relates 
to two kinds of diseases of the brain and other with psychologi- 
cal illness. Both these are important in the elderly. The brain 
disease may be acute and short term. And the other is the well 
known dementia, where there is gradual loss of memory and mental 
faculty. The difference is important because most of these are 
preventable. Most of the time these relate to some problems due 
to either metabolic parameters, or body parameters or through 
drugs which have been given to them. 


The other important illness I would like to focus on is the 
affective illness, mood changes, particularly depression. Most of the 
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time one associates depression with feeling sad. In the elderly, it 
can just be present as feeling out of sorts, physically ill and 
confused, even presenting like a dementia and needs to be 
diagnosed. Again I will step aside to put a note on treatment, 
because this is important. In the elderly they respond to medication 
far more sensitively than normal adults. Side effects and drug 
effects are far more pronounced. Drug interactions also are 
pronounced. The need for medication is quite high. If they have 
other illnessess one has to consider the medication they are already 
on. Older people tend to be difficult in compliance; either they say 
“I am too old and I don't need all of this”, I had high blood pressure, 
I have been treated and I am alright now”, etc., The other end is 
also there. They feel that they have reached the end of their life 
and they should hold on to it, a tenacious hold on to medication 
for this. Both of which are difficult. Psychological treatments are 
not often prescribed for older people. 


The most important form of management of illness of any 
form is social. Here I would say that lot have been required, starting 
from orientation cues, to regular scheduling of their activities. We 
find that the social milieu in which a person finds himself affects 
him. We take him out of his usual home and make him live 
somewhere else. But people have shown that this can be lethal. 
People die of it. You take a person who is demented. They usually 
manage quite fairly in a home where they have spent most of their 
life. Old age also implies a lot of types of memory loss, especially 
new learning. Rarely, you have problems with drug abuse and 
alcoholism. Those who have continued habits for 60-70 years will 
need that to hold on to life. Occasionally one is struck by the head 
lines about the neglect and abuse the old people get. This can be 
in the family or in the institution. One needs to take precautions 
against it. 


DISCUSSION 


Question: Is there any information about the mental health of 
children and young generations whose parents are working abroad. 
Can there be "parenting through Air Mail ?" 


Dr. George Joseph: Air mail parenting is very prevalent in Kerala. 
We have children from the age of 7-15 who are "parented through 
airmail". Many children miss their parents. But it depends on how 
good a care the child is getting. If they feel that they are getting 
adequate love and care from their guardians who usually are their 
grandparents or aunts and uncles, it will be fine. A few children 
are left in hostels. One problem we find is that many parents make 
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up for this by spoiling the children. We have several cases of 
conduct problems where the basic reason is the spoiling by parents 
who are abroad. 


Question: What are the causes for juvenile delinquency? 


Dr. George Joseph: By and large, we find that in juvenile 
delinquency, there are lots of factors which predispose the child to 
become delinquent. Personality traits of a child, when it interacts 
in a particular way with the family upbringing, they develop conduct 
disorders and character problems which will later develop into 
juvenile delinquency. In addition to this, there are environmental 
factors, the peer group pressure. The child who has not got enough 
outlets to express himself or herself may join a group of peers and 
may indulge in delinquent behaviour. Several reasons like this are 
mentioned and the correctional measures basically are comprehen- 
sive rather then specific. It is not something which can be done 
by the family alone or doctor alone or the psychologist alone. 
Children or youngsters must have enough time to express 
themselves, given adequate upbringing and enough disciplining. If 
these things are provided adequately one believes that juvenile de- 
linquency will come down. 


Dr. Shoba_ By and large clinicians do not use the term juvenile 
delinquency. It is used by the law authorities. We have those who 
are called children with conduct disorders. All children with conduct 
disorders are not delinquents. Only when they come in contact with 
the police they will be called juvenile delinquents. Any preventive 
measures? I must say that it starts from womb to tomb. Because 
it actually means a lot of social measures, family measures and 
supportive measures and the child's own inborn temperamental 
characterstics and the interaction between the two could make a 
lot of difference. Juvenile delinquency and its rates are very often 
considered as a social phenomenon. 


Dr. K. J. Mathew: The reasons for juvenile delinquency might be 
parental deprivation, or parental disinterest in the children. Along 
with this, the bad surroundings, may also lead to juvenile 
delinquency. . 


Coming to prevention, the first thing is the importance of 
loving a child by parents. Second is the provision of creative outlets 
for their energies like NCC, NSS, Guides, games etc., in the school. 
All these will tend to take the child away from delinquency. 
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Question: In the two children norm, whether mental health of 
children are promoted better where both children are of the same 
sex or of opposite sexes? 


Dr. George Joseph: The obvious thought that comes to my mind 
is that this is probably the mental health of the parent not the child 
you are questioning. Because it is looked upon as the reflected 
attitude of the parent and the relationship with the child rather than 
anything else. I think if the children are of the opposite sex they 
may learn to intract with the opposite sex in a better way. But 
I have not come across any research studies in this area. 


Question: What are the welfare services for aged especially in 
Kerala? 


Dr. Jacob John: There are some social security measures for the 
aged in Kerala. The first one is the pension scheme for those who 
work in the government and semi-government agencies. Second is 
the special pension scheme for widows and the third one is special 
pension scheme for fishermen, agriculture labourers, etc., 


There are also a number of old age homes. These homes are 
full and there are people waiting in the queue to get into these 
homes. 


I had a study on the problems of geriatric population in 
Kerala. The study shows that the aged do not lack interest to live 
in an institution. Most of our institutions are in a pitiable stage. 
Old people want love and care from their family members. The 
main problems are psychological,—feeling of loneliness, feeling of 
unwantedness and insecurity. The institutionalised situation is not 
appropriate for Kerala. Our people have their own traditional 
background. 


Dr. Shyam Sunder: | just want to make a comment. Lot of studies 
have been done on the kibbuts children in Isreal. In that nation 
all the parents are young and working and the child is left in the 
school and are taken care of by foster parents. This has really 
thrown some light on the question of parenting and the lack of it. 
With regard to what Dr. Shoba said, these studies have proved a 
little different. These children are not taken care of by one set of 
people but several parents during the day time and they do not seem 
to have as much behavioural problems as in the other group. 


Many women say that they have no time to take care of their 
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children. They feel guilty about that. What I told them is that it 
is not the amount of time which they spend with the children that 
matters but the quality of care. What matters is not the duration 
but the intensity of interaction. 


There are groups which are interested in creating awareness 
in the public regarding the problems of the aged. Helpage India 
is one. There are other smaller groups working for sensitizing the 
young regarding the problems of the aged. 


I wanted to make a point about the prevention of drug abuse. 
In California there is a study made on drug abuse, violence and 
so on, where they found that these people are involved with lack 
of self confidence, lack of self image. They are saying it is coming 
from bad parenting. 


GROUP DISCUSSION 


The house broke up into four smaller groups to facilitate 
closer interaction among the participants. Each group was to 
discuss in detail at least one of the four questions - based on what 
transpired in the preceeding session. 


GROUP 1 


Question : What are the priority areas in lifestyles to promote 
mental health in India, especially in the context of the present day 
setting in Kerala? How can we have a programme to bring about 
the desirable lifestyles? 


The group identified the following areas of lifestyles which 
need special attention while it was of the opinion that any lifestyle 
cannot be limited to a special number of areas. 


1. Food, clothing and shelter 

2. Work habits and work attitudes 

3. Recreation and cultural habits 

4. Stress producing factors - 
5. Consumerism 


6. Social protection measures 
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7. Spiritual practices 
8. Control of sexual behaviour 
9. Value systems. 


The group was of the opinion that in the present day Kerala, 
there is a very clear move towards unhealthy lifestyles. We noticed 
particularly the unhealthy dimensions of work ethics, work culture, 
recreational entertainment and educational systems, stress produc- 
ing devices like nicotine, alcohol etc. Increasing consumeristic 
tendency is a great threat to the Kerala society. Passive modes of 
entertainment coupled with stress reducing attempts like consump- 
tion of alcohol are eating into the very social fabric. 


Some of us in the group felt that situation is alarming, while 
others felt that changes in the lifestyle is natural and one need not 
be alarmed about them. But the group was of the unanimous 
opinion that immediate programmes are necessary to redirect the 
deteriorating trend of Kerala's lifestyle. 


The priority programmes should be of a political and socio- 
economic nature. It is only by reducing poverty and injustice that 
ultimately healthy lifestyles will emerge. 


The group endorsed the earlier proposal to declare the 1990s 
as the decade of mental health. This declaration should be followed 
by massive educational programmes for general and specific target 
groups. Some of the target groups indentified were parents, 
teachers, youth animators, industrial workers, health workers, 
professionals, health volunteers etc. These educational pro- 
grammes should primarily be occasions to examine the current 
lifestyles and point out the unhealthy dimensions and work out 
alternative models. We also felt that we should influence the policies 
of governments which will have direct impact on the lifestyles. Our 
educational programmes should emphasize the dignity of healthy 
work ethics. 


GROUP 2 


Question: How can mothers-to-be get themselves prepared about 
child psychology and development. What role is played by lifestyle 
and value systems of the parents in the promotion of the mental 
health of the newborn? 
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The group held that it is not just the mothers-to-be but the 
fathers-to-be also need to be prepared about child psychology and 
development with reference to the mental health of the child. We 
also arrived at a consensus that values and life-styles are to be 
incorporated in the whole educational system. 


We looked at it as family life education which includes sex 
education and all that concerns parenting and child development. 
We discussed this family life education programme at three levels. 
The first is the general level. All of us learn about life from the 
time we are born, from the family, from the teachers, from school, 
from our educational material, models and so on. So it comes as 
general education from our own life experiences. Second level is 
the long term preparation of adolescents, ie. preparing the adoles- 
cents for life. The third level is immediate preparation of young 
couples and pregnant women. How to go about this? The couple 
has their own knowledge about child psychology and mental health, 
learned from the society and the traditions from their families, 
general education system and other experiences in life. We have 
to get to know these experiences and learn from them what they 
know and add to or subtract from whatever they have learned. We 
can educate the children for life by introducing a regular educational 
programme for life in the schools. We teach them wherever they 
are. 


We can prepare pregnant women and fathers-to-be in the 
clinic, and hospitals when they come for antenatal care. Some 
hospitals are already doing it. We should work together for giving 
them life education programmes. For catholics especially, there are 
a lot of programmes arranged already like marriage preparation 
courses for young people in the dioceses and parishes. There are 
many organizations existing in Kerala like Mathrusamgams which 
may be used _ There are lots of books and materials prepared in 
Malayalam. So we need to make them available to all people. 


We have also a few suggestions . 


a: The people who have already worked in this line should 
come together and prepare a curriculum for training people for 
family life. 


b; Social workers and counsellors be appointed to deal with 
the problems of school children. This must be done in the private 
as well as the government institutions. 
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Education of teachers especially in teachers training schools. 
Often we find that teachers are not confortable with this type of 
topics. So we need to educate them first. 


c. Training programmes for teachers should include family 
life education, Counselling etc. 


GROUP 3 


Question: How can we implement professional and non- 
professional programmes (including the fine arts) for the proper 
development of school children? 


The role of professionals in the implementation of the 
programmes for the development of school children was considered 
in detail, As professionals, we can start programmes to make the 
teachers aware and train them to identify problem children and 
problem behaviour. We can use standardised scales or design 
effective scales with the help of experts. 


The children should be encouraged to promote group activi- 
ties. For group activities we encourage games. Then we should 
have leadership training. The students have to be taught with the 
spirit of give and take, lose and win. Team spirit has to be developed 
and for that group activities. For this we can encourage writing 
and music and this will promote the mental health of children. The 
children have to be exposed to social service and to the community 
work. They have to be encouraged to celebrate the special days 
like teachers’ day, children's day, worker's day, etc. A talents day 
also can be observed. 


The group recommends creative arts., eg., handiwork, em- 
broidery, carpentary etc. These things can be encouraged among 
the students. 


How to implement these programmes in the school? For that 
we need a task force. This task force would consist of professionals, 
health workers and other social workers. This task force should 
move from place to place and conduct orientation Programmes for 
teachers and parents. Teachers can undergo refresher courses also. 
The teachers must have a forum to discuss the mental health 
problems of the students.. 


The NCERT manuals can be circulated among the teachers. 


That will help them to learn how to deal with problem children and 
school problems. 
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GROUP 4 


Question: We are often concerned about the influence of peer 
groups. How can we make the peer groups promotive of mental 
health among school children, school dropouts and adolescents? 


We split up the question into many fractions. 


| B Who are the children who are influenced by peer groups? We 
came to the conclusion that all the children will be influenced 
by the peer groups starting from the early childhood itself. 


2. What are the influences? We reached a consensus that there 
can be creative influences and destructive influences. We 
have to promote the creative influences and modify and 
minimize the destructive influences. 


Some such distructive influences are anti-social activities, 
groupism, gangsterism, substance abuse, irresponsibility to 
studies etc. 


3. With what tools would we work? We would give value 
education to improve the value system and leadership 
qualities. 


4. What are the value systems? The foremost ones listed were 
self-respect, respect for others, positive lifestyles, etc. 


5. To whom would we give this? The whole group of students 
should be considered. We would also use the special groups 
like scouts and guides, NCC and the like. 


6. Now how to do this? The preference was for group activities, 
debates, literary programmes like slogan writing, essay com- 
petitions, poster competitions and other cultural compet- 
tions. Give the students opportunities to express themselves 
in the assembly. The children who are sensitized to these 
problems will be sensitive to the personal and family 
problems of other children. 


7. What time would be used for this? We would ‘effectively use 
the classes where teachers are absent and use the assemblies 
too. The whole work should be accepted by the management 
and parent-teacher association. Otherwise, there would not 
be acceptance or encouragemesnt for the programme. 
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PRESENT DAY EDUCATION SYSTEM 


Mr. P. P. UMMER Koya 


President 
Gandhi Peace Foundation 
KOZHIKODE 


I am neither an expert nor a teacher but only a person with 
a minimal experience in public life. But as a person who does react 
to the incidents occuring in our life, I would like to react to our 
educational system too. What is our problem? Our country is facing 
a huge crisis now, a value crisis. The faith crisis we are facing now 
is only a part of the value crisis. All of us would claim that we 
have a strong faith, but hardly anyone practises it. We all preach 
morality, but there exists a morality crisis. We fought for independ- 
ence. We are proud to have attained independence. But we are 
facing another crisis today. We are facing now, the ecological crisis. 
This is part of the large crisis in the values. Do we have any solution 
to this crisis? Yes, education. Education definitely helps one to 
grow. That should give us the strength to face all the challenges 
threatening our country today. 


There is something which our heritage teaches us: the 
strength of a country is not its population, nor its economic power, 
nor its defence forces. Then what? The consciousness of the people. 
People who are enlightened and conscious of their responsibility. 
They are the base of the country’s strength. How do people gain 
this consciousness? Only through education and value orientation. 
Are we giving proper attention to this fact? In Kerala, we claim 
a literacy rate of 100%. Our statistical reports will show that even 
the people in the age group of 60 are covered in the literacy 
programme. Likewise, in general education too we are in the 
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forefront. We have quite a number of schools. Our children do 
not have to walk long distances to reach the schools. The number 
of colleges is also increasing. New courses are being introduced 
every year. Already we have several universities and new ones are 
coming up. Our claim is that we are ahead of other states in 
education. Do we have any proper criteria to ascertaint this? What 
is the standard of our general education? Is it a satisfactory one? 
Especially the primary sector which is the foundation for further 
education. And what is the quality of our primary education? 
Weak. We build upon a very weak foundation. 


But unfortunately, we are satisfied with the present state of 
affairs. When each government comes into power, people demand 
more schools and colleges. And the permission will be granted to 
begin new schools and colleges. But are we not to make an 
evaluation and take corrective steps if need be? 


What is education? The objective of education is the all-round 
development of personality and formation of character. This is what 
we are aiming at. Are we not interested in preparing the children 
to meet the challenges of tomorrow? Our aim is to make them 
proper and responsible citizens. But is our present education 
system capable of that? No, not at all. But we are not worried 
about it. We are satisfied with the present state of affairs. In this 
situation how will one think about the mental health component? 


Where does our education begin? It begins at home. What 
is our home atmosphere? Are there any values in family? We are 
gradually losing them. The importance given to family relationship, 
husband and wife and parent and child relationships are gradually 
coming down. This is the atmosphere in which children will have 
to pursue education. What we are looking for are convenience and 
expediency. What is convenient for the parents. At the age of two 
or three years, children are sent to kindergarten. What is the system 
there? It is based on Montessori system? We are not bothered 
about such things. Children are sent to nursery at 8 A.M. and are 
detained there till 5 P.M. Children are detained in the school for 
long hours without proper care and food. What are they doing 
there? They are taught letters. Even in LKG they are-taught letters. 
They are given homework. These kindergarten kids will have to do 
homework. They cannot play. They have no appetite. Again the 
child is detained in the homework—cruelty to children! 


Unfortunately we do not have such legislation like in Amercia 
where they have Society for Prevention of Cruelty to Children; What 
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we have is SPCA for preventing cruelty to animals! Here we begin 
our education and we are proud of it. Will not this educational 
system create mental health problems for our children? What 
children need is an atmosphere of love, affection and understanding. 
This is the situation where children should flourish and bloom. The 
manure for that is the care, attention, encouragement and 
appreciation. These things are not there. If we are going to continue 
like this, what will be our children’s future? 


By the time they complete the age of 5, we want to send them 
to first standard. This age five is only the chronological age. It 
need not be the mental age. We even go to the extent of 
manipulating the birth dates of the child, because we do not want 

‘them to lose one year. Years back, when I was a small kid and 
was admitted in the school, I had no birth certificate. We were given 
birth dates by the school authorities! 


The two factors of this system are our family and the teachers. 
We like children very much. But once they start talking back we 
do not want them; we get fed up with them. But the children do 
not stop it once they start talking. Wherever you go, we can notice 
that the relatives do not invite children to spend their holidays. In 
olden days grandparents were eager to have their grandchildren at 
home for those holidays. But today the grandpaprents are happiest 
on the day the children go back. This is our attitude to children. 
By the age of 3 or 4, we send the children to school. In the beginning 
he may not like the atmosphere. But the teacher will tell him that 
he should come tomorrow also and naturally he will feel very happy 
that he is needed by someone. That person who shows some 
interest in him becomes his second guardian. That is how the 
teacher-student relationship should begin. Do we have that kind 
of a relation now-a-days? No. Teaching has become highly career 
oriented. Teacher is not willing to impart his whole knowledge to 
the children. He is not interested in that. He has no time for that. 
He is not equipped for it either. Teachers are not well-equipped 
to teach children. 


You must have heard about the Kothari Commission. In 
1966-68 they toured the whole of India to study the education 
system. When they came to Kerala I told them that our teachers 
are not well-qualified. We taught child psychology during their 
T.T.C. at the age of 16 or 17. How much of it they would be able 
to understand and practise is a big question. 
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What is the standard of our S.S.L.C. students? They do not 
have any creativity, no language. They will not be able to use their 
mother tongue, or Hindi or English They cannot even write a 
sentence properly. Same is the standard of our teachers also. We 
have umpteen number of private colleges where you will get 
admission if you pay capitation fees. After that training when he 
becomes a teacher naturally one can understand his standard. A 
commission was appointed during Mr. Rajiv Gandhi's time to study 
the inadequacies of our education system. First of all we have 
inadequate physical facilities. But compared to other states we are 
much better. In most of the other states, the schools are single 
teacher schools. But even then our teachers are not able to interact 
with the children. They do not know how to do this. Our system 
itself is a teacher-centred system, not child-centred. Teacher is 
important and we evaluate this by conducting examinations. We are 
examination oriented. What we look for is how many marks the 
child had scored and nothing else. How will the primary school 
children adjust with this? Teachers are not well equipped, families 
are not well-equipped; syllabus is not properly organized. These 
are all the drawbacks. Above all, no one knows how to deal with 
the children. Hence teachers and parents deal with them in the 
wrong way. I was an honorary magistrate of a juvenile court some 
time back. That is the place where delinquent, vagrant and un- 
controllable children are brought. How do they become vagrant? 
Due to their home atmosphere. They are not getting what they want 
from home. Hence they decide to run away to the unknown world. 
He does not want to go home or to the school. 


In all the states the problem of school drop-outs is present. 
They drop out because we do not view them as children. We do 
not give them enough affection. We are not giving importance to 
the factors which are important in child rearing. Along with this 
is their syllabus. Years back in primary schools they had music 
physical training and handicrafts. But they are not given due 
importance now-a-days. All the subjects which are interesting to 
children are removed from the syllabus. And we give stress to 
linguistic skills and promotion to higher classes. The present day 
syllabus is not equipped to develop the creative aptitudes of 
children. Story telling and things like that are given least 
importance. Most of the teachers do not know how to tell short 
stories to children. They only read novels. If this is the way we 
teach children, how will they learn and understand values? They 
will not understand. When the students reach high school, there 
will be tight competition. The children will be prepared from small 
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classes for children's cultural festivals and the like. Parents and 
teachers overstrain the children. Even though the children are not 
interested or they do not have the aptitude, parents want the 
children to fare well and get prizes. They want the child to be 
superior to others and so they forcefully create a competitive spirit 
in him. Is it actually good for them? On top of this are our school 
elections and the strikes and problems associated with them. Is 
that right? None of the other countries are like ours. From all 
these things children's development gets stunted. We have to find 
a solution for all this. We do give a thought to many of these 
aspects. But ignore many of the other aspects hoping that 
everything will be alright. This must be the reason why our 
education development is not adequate. 


The society should wake up from its indifference. We should 
react to these things. We are the ones who should decide how our 
children should grow. If the family and teachers do not have a value 
base, it is natural that children will suffer. If these two groups do 
not have a good value system, from where would the child get it? 
If the parents fight every day, the father is an alcoholic and have 
many other problems, what will be the state of the child who is 
brought up in that atmosphere? Same with the school too. 
Naturally the child's behaviour will be influenced by this. Do we 
- not have expectations about our children? Are we not obliged to 
change ourselves according to that? Are we prepared for this self- 
renewal? Will our teachers, working people and parents change? 
These are questions we need to ensure first. Only then, we would 
be able to bring up our children properly. 


The basic cause for many of the problems we are facing is 
this: Our syllabus is inadequate. Like-wise, the parents have very 
high expectations about their children. I spoke to one high school 
student recently. I enquired about his studies. He said, “my studies 
are going well. I am sure that I will get distinction for S. S. L.C.”. 
Then I said “Your father and mother must be very happy”. 
Immediately he said that his parents are not interested. They keep 
on demanding him to perform still better. I felt sorry for the boy. 
There are so many children like him. How will we tackle these 
children? Where did we lose our ability for affection? We should 
think about this very seriously. 
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PRESENT DAY EDUCATION SYSTEM AND 
PROMOTION OF MENTAL HEALTH 


Pror. N. A. KAREEM 


Former Pro-Vice Chancellor 
Kerala University 


The key word in the topic, I believe, is the present day 
education system. For the purpose of discussion we must take a 
closer look at the present day education system. Then only we can 
decide whether the present system is suitable for promoting mental 
health. 


Education is only a sub-system of a large socio-economic and 
political system. The values that dominate the larger system will 
dominate the education system as well. All the evils that we see 
in the society is reflected in the education system also. Take for 
example, inequality. There is shocking inequality in our society and 
that is reflected in our education system as well. There is corruption 
in our society; that is reflected in the education system. There is 
communalism in our society; that too is there in our education 
system. Our society is highly stratified and there is shocking 
inequality. You can find the reflection of that in the kinds of schools 
we have. We have public schools of the kind where our late Prime 
Minister was educated. We have, at the same time, the single 
teacher schools run in the shades of trees in Bihar and Rajasthan. 
The society is fragmented; the education system is also fragmented. 


There has been phenomenal growth in the field of education 
after independance. At the time of independence we had only 19 
universities in this country. We have now more than 200 
universities with more than 6,000 affiliated colleges. We have nearly 
75,000 secondary and higher secondary schools. We have a huge 
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student population; tens of thousands of teachers, thousands of 
institutions. But all these institutions are of different standards. 
There are the Doon Valley type of schools. These are where the 
upper class people go. But at the same time a large number of 
education institutions are substandard. What is the kind of 
education process that is going on in these institutions? The 
institutions where our upper class children go are dominated by 
upper class values. Institutions where our middle class children 
go are dominated by the middle class values. A vast number of 
children go to what can be called academic slums and these provide 
for the values of the slums. No serious attempt to weave our 
development concerns into these institutions has been made. As 
a result they remain alienated from the society. The more 
“advanced” the institution, the greater the alienation. 


The pupils too are getting alienated from the society. There 
is very little in common between the “better” institutions and the 
society to which these institutions belong. So the old colonial values 
and a few modern values thrive in what is called a “better” 
institution. I put “better” within inverted commas. According to 
the middle class values they produce better results but in the 
process of education, the quality is lost. 


Are these students being trained to suit careers? The public 
school products easily become the leaders of the community. The 
values of the community are such that these education institutions 
and educational means are tailormade to the needs of the upper 


class society. Middle class people aspire for middle level jobs and 
the poor are left to fend for themselves. 


But there are so many vested interests in these institutions 
that we cannot inject any new idea into these institutions. The new 
ideas come from within. When I was the Dean of the University 
of Calicut, I wanted to introduce social service in a big way in the 
colleges affiliated to the University. We wanted the students to spare 
some time for the service of the community. We expected it to be 
a kind of training for them such that they will be committed to the 
welfare of the community. I am very sad to report that there was 
organized resistence from the Principals and teachers. Only a few 
teachers with social consciousness came forward to help us in the 
matter. This is what they wanted: a kind of academic education 
for better results! 


Our education system is tyrannized by the examination 
system which in my opinion is the villain of the piece. The teachers 
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teach in the manner in which they teach because of the 
examinations, students learn in the manner because of the 
examinations, Everything is tailormade to the needs of examina- 
tion. There is no meaningful programme that might contribute to 
the development of the students. 


The reason is that we have not adopted the concept of 
education of the whole child. We have only limited, narrow 
academic values, no cultural or social values. Everything is decided 
by the ‘results’ that the institution produces. In their eagerness 
to produce good academic results they forget all the principles of 
teaching and learning. Naturally the students who pass out of these 
institutions look for the white collar jobs only. 


The present system of education is a continuation of the kind 
of education, Lord Macaulay tried to introduce in this country. 
William Jones, who was a great admirer of Kalidasa and translated 
Kalidasa’s works, had wanted that the system of education of this 
country be a continuation of our traditional education. This 
controversy went on for a long time. It was in 1835 that Macaulay 
became the law member in the Viceroy’s council. He had the 
support of Raja Ram Mohan Roy, our Indian renaissance leader. 
Macaulay had condemned the traditional wisdom of India in a highly 
derogatory language. If you read his minutes now, you will be 
shocked by the sentiments expressed of creating a lobby of people 
who will support the Raj. It is that system of education we follow 
even today. After independence all our leaders have criticized this 
system. Mahatma Gandhi who had his own ideas about education, 
had put forward an alternative system of education. But after 
independance they did not show the political will to reorient this 
education to suit the developmental needs of the country. 


The base has broadened as I have mentioned earlier. From 
19 universities to 200 is a big jump. In no other developing country, 
higher education has developed so fast as in India. You must 
remember that this development is at the cost of primary education. 
In the constitution it has been laid out that all the children between 
the age group of 6-14 should be given 8 years of elementary 
education by the year 1960. Constitution came into vogue in 1950. 
We are now in 1990 but have not been able to achieve this. It is 


a constitutional obligation. 


I can dazzle you with the statistics of the development of 
education in this country but that is only quantitative development. 
But qualitatively it has gone down. We are not spending as much 
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money as we should, on education. The Kothari commission report 
was published in the year 1964. It was recommended in 1964, that 
at least 6% of the gross domestic product should be spent on 
education. We are now spending hardly 3% of GDP for education. 
There is an appendix to the report of Ramamurthy Committee. It 
states that except for Bangladesh, India is the country that spends 
least on education. And whatever the allocation, the money is spent 
mostly on establishment. Hardly anything is spent on development 
and research. 


In fact, in a country like ours the main problem is in making 
our institutions meaningful not only for the students but for the 
community as a whole. As a developing country we must make 
use of these existing educational institutions for the development 
of the children and for the promotion of the programmes for the 
community. Schools must be open to the community. Now it is 
an exclusive preserve of the teachers and the students. In fact, 
not only programmes of mental health but other programmes of 
health can be promoted through our education system, provided 
there is a political will on the part of the Government. The schools 
must be made use of for promoting the mental health of children. 


When you go to a public instructor of education, he will say 
“No, it is not a programme here”. We now are just result oriented. 
Even the traditional sports and games are done away with. They 
are only glad if that time is also devoted to covering the syllabus. 
The teachers must cover the syllabus. This term is used only in 
this country and that is the be-all and end-all of education. How 
do the students come out of these institutions? And with what 
values? With what kind of outlook do they come out of these 
institutions? We middle class people are not bothered about. It 
is a very difficult situation which we are in. We have a very wide 
network of institutions with the IITs, the super universities on the 
one hand and the affiliated colleges run by government and the 
“academic slums” on the other. 


In a state like Kerala we spend almost 42% of our revenue 
on education. But if we take the nation as a whole we spend hardly 
3% of the gross domestic product and there are countries which 
spend 14-16% of their GDP on education. 


Politically also, education has a very low priority. For a long 
time there was no minister for education in the cabinet at the centre. 


School-family interaction is a very important factor in the 
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development of the community and there is no provision for all these 
things. I would like to conclude by saying that we must make a 
very earnest effort to transform our education institutions in such 
a manner that they, while remaining in the education system, be 
transformed as clearing houses of new ideas in the matter of rural 
development and other development programmes. We can 
introduce the component of health promotion also there. 


We have to break the invisible barriers, that are there. Those 
barriers have to be broken down first to introduce meaningful 
programmes so that the school becomes a bee-hive of activities 
concerning the children and the community to which the school 
belongs. That kind of umbilical cord must be a channel of 
communication between the institutions and the community. 
Presently there is an emotional barrier between the institution and 
people and the community to which it belongs. 


We have to think of a non-formal system of health educa- 
tion, not a very formal one. There is the accumulated back log of 
several years. To reduce this back-log and begin on a clean slate 
we have to think of this measure with extreme urgency. 
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PEOPLE’S PARTICIPATION IN MENTAL 
HEALTH ACTIVITIES - A CONCEPTUAL MODEL 


Dr. K. PRAVEEN LAL D. P. M., M. D., Dip. N. B. 


Assistant Professor of Psychiatry, 
Medical College, 
KOTTAYAM 


I would like to place my views as a practising psychiatrist: 
I have had a few experiences. 


i. During my first year of post-graduation we could discharge 
an inpatient from the mental hospital as he was remaining symptom 
free for quite a long time. He was a criminal lunatic having 
committed a murder years back. Relatives took him with a lot of 
persuasion and pleading. I had the misfortune to admit him again 
before long when he murdered another person. 


I hold the view, long term care of some mentally ill persons 
in Mental Hospitals is inevitable. 


ii. Through one of my associate activists I came across a 
family having a 40 years old lady who was mentally ill for more 
than 20 years and untreated. We had her for a short stay in our 
ward. She was later discharged to a temporary setting. It was a 
small house taken on rent by her relatives where she was cared 
for by a woman deserted by her husband. Both mutually benefited. 
On improvement of her mental condition, to the extent of attention 
to daily living without support and doing some household work, her 
relatives offered to buy that house and look after the care giver life 
long, rather than taking her back. There are families who prefer 
to keep the mentally ill out of their homes. 


130 


iii. Having a mentally ill in the family puts others in 
constant tension. Care giver has to forgo his or her social life 
and occupation and it affects negatively the marriage prospects 
of siblings. 


iv. An orphan lady was admitted for attempted suicide. Good 
samaritans who brought her to the casuality were unwilling to look 
after her. A volunteer cared for her in the ward. One day, she (the 
patient) absconded from the ward with a married man who was the 
by-stander of another patient. A couple of days later, she went to 
the house of the volunteer demanding shelter for her and her 
companion who was yet another man. Leve and affection alone 
cannot solve all the problems. 


2. There are still many unreached with respect to mental health 
delivery system. 


Unreached: i) due to cultural barriers and socio-economic reasons. 
ii) due to the inaccessibility the delivery point 
iii) lack of knowledge 

Unavailed: i) due to social stigma 


ii) due to denial of the illness-not only by patient, but also 
by the family. 


3. People are ready to help, but they do not know how. Any excited 
patient is brought to the hospital with the help of neighbours and 
friends. They are willing to help. But there it ends. What else 
to do, they have no idea. 


4. Newer and newer superstitions are added to the older ones. 
To quote a few examples : 


i) firm belief that frightening experiences, e.g. seeing black 
cat in the night, causes the illness.’ 


ii) attributing childhood experiences the sole responsibility 
for the mental symptom, even in dementia. 


iii) accusing parents and their interactional pattern, for 
making the child ill. 


iv) demanding “hypnotise my patient and find out his painful 
experience” even in case of chronic schizophrenia. 
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v) demanding medicines to sharpen child's intelligence and 
memory so that the second rank holder can get first rank. 


5. The existence of the entity of somatisation disorder-physical 
symptoms as an expression of distress-is a matter of concern. Most 
of the non-psychiatrist physicians prescribe medicines for them, 
most of the time telling the patient it is a neurological problem, a 
weakness of the nervous system, etc. The popular medicine they 
use is a combination preparation which contains major tranquil- 
izers also. 


6 (i) There are centres where patients are kept in the smoke of 
chilly powder in the name of traditional healing. 


ii) In agovernment centre of excellence for a system of medicine 
other than modern medicine, all patients are kept in chain 
for months together. 


Generalisation of these may not be true. 
View of a Health Activist: 


Whenever interacting with people, questions on mental health 
are raised. Questions varied from magical cure and hypnosis on 
the one side, to overmedication and inhuman attitudes of 
psychiatrists on the other. 


A few view points emerged from such interactions: 


1. The cause and treatment method depend not on the mani- 
festations of the illness, but depend on to whom the 
patient is taken for consultation: phychiatrist, psycholo- 
gist, counsellor or traditional healer. There is no 
consensus of opinion which can be conveyed to the public. 


2. Though there is too much talk about overmedicalisation 
by General Practitioners, B-complex given by GP is 
changed to Alprazolam, a costly tranquilizer by psychia- 
trist most of the time. 


3. People believe that medicines are paralysing, psychother- 
apy is nonsense talking to buy time, shock treatment is 
brutal and Mental Hospitals are horrible places. These 
impressions are given to public by professionals them- 
selves. 
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4. Too much talk about the responsibility of early life expe- 
riences or life styles in the family in the development of 
illness has its adverse effects. Some of the parents turn 
guilty and depressed while a few patients continue the 


habit claiming that he is innocent as parents are 
responsible. 


A health activist is interested in cure and prevention rather 
than in research, terminologies or hair splitting arguments on minor 
issues. He cannot have obligations to any systems or practitioner, 
but have to oppose harm to the patient whether it is from healers, 
scientists or governments. He can tell the truth, truth which is 
simple, truth he can convince others, truth which holds for a period 
of time. Because it is the credibility of his ideas and actions which 
permits him to go to the same people again and again. 


Rationale for people's participation 


Knowledge is a weapon. Hand it over to the sufferer, th 
oppressed, he will fight and win. : 


Methodology 


Any programme encouraging people’s participation will have 
three components usually: learning, teaching and agitation. They 
are interlinked. One cannot be separated from another. All three 
happen at the same time. There should not be too many activities 
at the beginning. Let the ball roll, the rest the field will decide; 
provided there is full awareness about the goal post and ball 
movement is scanned constantly. 


At present there is a paucity of health education materials 
and models to involve the community in the care of the mentally 
ill persons. Urgent efforts should be made to develop suitable health 
education materials and to evaluate their effectiveness. 


The materials developed should be 

1. Scientifically sound and reasonably priced, 

2. simple and understandable to the lay person, 

3. concrete rather than abstract, and 

4. unbiased, even if hurting somebody's sentiments. 


Materials for mental health education were developed and 


133 


used in four different groups of college students, male health 
workers, female social workers and priests. The contents were as 
follows: 


1. Role of Psychiatry 


Psychiatrist as custodian of violent lunatics in the society is 
an old concept. Several conditions from organic brain syndromes 
to adjustment disorders are mental illness. Mental Health 
professionals have a positive role in inter-personal problems to 
international relations. Treatability and disability prevention with 
regards to mental illness are responsible for changing trend. 


2. Concept of Health 


A state of mental well-being is an integral component of 
health. 


3. Concept of mind 


Cannot be defined beyond dispute and located without 
controversy. Mind as function of the brain is the most acceptable 
operational definition. 


4. Difference from other illnesses 


i. Physical Illnesses provoke sympathy in others, not for 
mental illness. 


ii. Patient does not realize. Relatives are often 
unaware. 


iii. No physical signs, doctors miss. 


iv. Need for long treatment; chance of incomplete 
recovery. 


v. Role of patient in recovery. 
5. Types 
No single entity but several syndromes. 
6. Symptoms and signs 


Symptoms of neurotic disorders are not mentioned as often. 
They are quantitative excesses only. Symptoms of psychotic disor- 
ders are stressed as they are qualitatively different from normalcy. 
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7. Causes 


= 


Misconceptions - new and old 


Multifactorial origin. Relative importance varies in 
different syndromes. 


Demonstrable brain pathology with infection, 
haemorrhage, embolism or degeneration. 


Non-demonstrable brain pathology such as heredity, high 
fever, epilepsy, metabolic changes and neuro-transmitter 
imbalances. 


Drug induced-medicines, alcohol and ‘drugs’. 

Life styles, reinforcements, family interaction patterns. 
Adverse life experiences. 

Personality 


Social support. 


8. Magnitude of the problems 


In the community and in general out patient department. 


9. Management 


Medico-surgical 


Physical-psychopharmacology (Stress on need for long 
term regular treatment. Misuse of antipsychotics) 


ECT (Wrong concepts and abuse) 


Non-physical-psychotherapy, behaviour therapy, counsel- 
ling and relaxation techniques (General principles and 
adverse effects of non-qualified persons, wrong tech- 
niques) 


10. Limitations 


i. Exaggerated claim by different professionals 
ii. Professional rivalry and intolerance 
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iii. Wrong information-superstitions 
-disinformation by pseudo- 


scientific journals. 
iv. Poor follow up 


v. Under privileged unreached; over privileged 
discarding 


vi. Government and non-government organisations- 
lack of sustained interest. 


11. New Frontiers 


i. Raipur Rani and Sakalawara experiences 

ii. National Mental Health Programme 

iii. Beginning of ‘Abhaya’, ‘Manasi’ and ‘Mukthi’ 
12. Role of Health Activist 


- Early referral and ensuring follow up. 
- Supporting family and mobilising social support. 
- Changing the public attitude. 

Areas for intervention 

Two areas are worth consideration for intervention: 

1. Overmedication 


Doctors should change the prescribing pattern. Tranquiliz- 
ers and anti-depressants should be prescribed only in clearly in- 
dicated conditions. Patients should realise that it is ‘nil physical’ 
whenever they receive a prescription of tranquilizers or antidepres- 
sants. This will enable them to avoid sophisticated and costly 
investigations which are unnecessary. This will change their 
attitude-to look to the ‘self and discuss their problems with the 
therapist in detail. 


Public exposure appears to be the best method. Brand names 
of commonly abused tranquilizers and their adverse effects are to 
be conveyed to the general public through various routes. 


2. Action against ‘treatment’ methods potentially harmful (physical 
to begin with) to patient needs a beginning urgently. Public 
campaign in general and building people's resistance locally are to 
be considered actively. 
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PROMOTION OF MENTAL HEALTH - ROLE 
OF NATIONAL AND INTERNATIONAL 
ORGANISATIONS 


Dr. R. SRINIVASA MURTHY 


Professor & Head 
Department of Psychiatry 
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Bangalore - 560 029 


We are in the midst of a major revolution in the thinking and 
planning of health care. The most important aspects of this 
revolution are the shift from a purely biological approach to one 
of bio-psychosocial approach and the shift from illness to wellness. 
A reflection of this reorientation is the concept of PRIMARY HEALTH 
CARE adopted at the Alma Ata conference in 1978. 


The primary health care approach brings to focus action both 
at the level of the individuals as well as the national and 
international organisations. 


The components of Primary Health Care has PROMOTION OF 
MENTAL HEALTH as one of the 8 specified areas as follows: 


“Education concerning prevailing problems and the method of 
identifying, preventing and controlling them; promotion of food 
supply and proper nutrition and adequate supply of safe water and 
basic sanitation, maternal and child health care including family 
planning, immunization against major infectious diseases, preven- 
tion and control of locally endemic diseases, approppriate treatment 
of common diseases and injuries, PROMOTION OF MENTAL 
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HEALTH (emphasis added) and provision of essential drugs”. (Alma 
Ata Recommendation, WHO, 1978) 


SCOPE OF MENTAL HEALTH 


The scope and importance of mental health ranges from care 
of the ill to the promotion of mental health. One of the earliest 
Indian psychiatrists to clearly outline this was Govindaswamy 
(1948). 


“The field of mental health in India has three objectives. One 
of these has to do with mentally ill persons. For them the objective 
is the restoration of health. A second has to do with those people 
who are mentally healthy but who may become ill if they are not 
protected from conditions that are conducive to mental illness which 
however are not the same for every individual. The objective for 
those persons is prevention. The third objective has to do with 
the promotion of mental health with normal persons, quite 
apart from any question of disease or infirmity. This is positive 
mental health. It consists in the protection and development 
of all levels of human society of secure, affectionate and 
satisfying human relationships and in the reduction of hostile 
tensions in the community” (emphasis added). 


ADVANCES IN MENTAL HEALTH 


The developments in the 20th century have changed 
dramatically the concepts of mental health care as a result of new 
knowledge. There has been a shift from mental illness to mental 
health (Srinivasa Murthy, 1992). This change is important to 
understand both in terms of the factors and the direction of change. 
The salient developments of the century that are relevant to the 
current discussion on Promotion of Mental Health are: 


(i) Psychoanalysis took roots in the first few decades of this 
century, which altered the understanding of human behav- 
jour and provided therapy for many forms of mental 
disorders; 


(ii) Behavioural school of psychology was propounded in the 
1930's and provided a new understanding of the behaviour 
based on learning theories and a number of therapeutic 


measures emerged; 


(iil) Genetic studies of mental disorders (twin and family studies) 
were initiated in the 1930's and 1940's and definitive research 


139 


(iv) 


(v) 


(vi) 


(vii) 


on genetics of mental disorders is the outcome of research 
during the last 3 decades. This has the limited role of 
heredity in different disorders. 


Biochemical theories of mental disorders are currently 
under intense investigation (initiated from 1950's) though 
there are, as yet, no final theories to explain the biological 
basis of all mental disorders. It is expected that biological 
basis of psychoses, neuroses, drug dependence and dementia 
would be understood better in the next 10-20 years; 


Specific treatment for mental disorders starting with ECT 
(1937), brain surgery (1940's) neuroleptics and antidepres- 
sants (1950's) and lithium (1960's) are available. They have 
made most mental disorders treatable. 


The social origins of mental health problems and the role 
of life events, social supports, family and community on the 
course and outcome of mental disorders are of recent origin 
(less than two decades). There is a shift from considering 
the family as a source of problem to the family being the main 
support and foundation of mental health. 


The new information from developing countries of importance 
are: 


Information about the prevalence and pattern of mental 
disorders in rural, urban populations, school children and 
populations exposed to special stresses like war, disasters 
and migrant groups have shown that mental disorders are 
of public health importance; 


(viii) In developing countries, there has been extremely limited 


(ix) 


(x) 


mental health facilities and manpower (less than 1% of that 
in western countries). As a result, much of the care has 
occurred in the non-institutional settings, mainly in the 
family and community; 


The organisation of national level mental health care 
programmes in India (and other developing countries) is 
recent. The National Programme of Mental Health was 
launched in 1982 in India and aims to provide mental health 
care to the total population within the available resources; 


The attitudes of the community continue to be supportive 
and majority of the families prefer to care for the ill family 
members. This is a specific advantage for mental health 
planning. 
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(xi) 


(xii) 


The research studies of schizophrenia and acute psychoses 
from different parts of India have identified the importance 
of (a) early identification, (b) regular treatment and (c) 
good outcome with social recovery for the majority of the 
ill persons. Similarly studies of the elderly persons with 
emotional problems have shown the importance of family 
integration and care of the physical problems to limit the 
occurrence of the emotional problems. Studies of longitu- 
dinal course of epilepsy have also emphasised the value of 
regular treatment and the difficulties the rural population 
have to take treatment from urban facilities. 


A number of studies have demonstrated the value of 
rehabilitation measures for the care of the chronically ill 
persons. The value of family education, work therapy, group 
interaction, social skills training, vocational training and 
sheltered workshops have been well demonstrated. 


(xiii) There is also a reconsideration of the role of mental hospitals 


and custodial care. Especially, it is recognised that when 
the hospital is not stimulating and staff do not provide 
freedom to the patients, this could contribute to the ‘chronic 
states’ more than the illness itself. This has resulted in the 
use of ‘open wards’, ‘family units’, more freedom to wear their 
own clothes, enhanced opportunities for social interaction 
with family and visitors and shorter duration of stay in the 
hospital. 


In India, reflecting these developments, (both by government 


and NGOs) a number of innovating approaches to treatment and 
rehabilitation of the mentally ill have been initiated in the 1980's 
away from the mental hospitals and institutions. The most 
important ones are: 


(1) 


(2) 


(3) 


Integration of mental health care with General Health Care - 
This aims to provide care close to the ill individuals to enable 
early and regular treatment; currently, models for integration 
at the level of the district have been developed (eg. Bellary 
district Mental Health Programme); 


School Mental Health Programme involving the school teach- 
ers and students for promotion of mental health as well as 
care of the ill persons; 

Promotion of Child Mental Health through the involvement of 
the Anganwadis (ICDS programme) and other pre-school child 
care personnel; 
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(4) Crisis Intervention for suicide prevention and crisis help, 
utilising the services of the volunteers from the community 
(eg., Sanjivini, Delhi; MPA, Bangalore; Sneha, Madras; Help, 
Bombay; Saheli, Hyderabad; Soumaitri, Delhi). 


(5) Half-way Homes for mentally ill individuals for social skills 
training, vocational training and preparation to community 
living (eg., MPA, Bangalore; Richmond Fellowship, Bangalore; 
SCARF, Madras); 


(6) Education of family members of the persons with schizophre- 
nia about coping skills, understanding of the illness, support 
in a crisis and reducing the family stress and burden (eg. 
NIMHANS, Bangalore; SCARF, Madras; Centres at Delhi, 
Bombay, Trichy); 


(7) Education and involvement of the general public through the 
activities of the non-governmental organisations (Eg., Drug 
depenence); 


(8) Media materials for public education in the form of books 
in local languages, pamphlets, videos and movies; 


(9) Sheltered workshops for the mentally ill and mentally 
retarded individuals at a number of centres; 


(10) Training for non-professionals to work with the different 
categories of the mentally ill individuals. 


To summarise, in the broad areas of mental health, there is 
a gradual shift from mental illness to mental health. It is now 
recognised that it is possible to prevent a number of mental, 
neurological and psychosocial problems of public health importance 
(WHO, 1983). In addition, the recent knowledge from the studies 
relating to life styles, life stress, coping skills, family life and 
functioning of the community have shown these as _ factors 
contributing to the mental health of individuals. This new 
information emphasises the role of the individuals, families, 
communities, nations and international organisations. 


ROLE OF NATIONAL ORGANISATIONS: 


Greenblatt (1978) in his book ‘Psychopolitics’ outlines the 
importance of government as follows: 


“The fate of millions of men and women is bound up with 
the workings of huge organisations created and in the last 
analysis, ruled by the political body of government. Unlike 
earlier days when men worked for themselves, prospered or 
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starved according to their own handiwork, today most people 
work for others. Millions work for the state or federal 
government or for large bureaucracies on which they are 
dependent. These organisations, in turn, depend upon the 
economic and political fortunes of ever-larger systems to 
which they belong, systems that many believe are beyond the 
ability of man to control. One of the special creations in these 
systems, is the health and welfare organisation ‘ 


Peewee ee eeeeeee 


The role of governments in developing countries like India is 
much greater than in the developed countries for community level 
initiatives. A brief review of the way Indian Government has 
facilitated programme development is illustrative of this potential. 
During the last one decade, Government has redefined the 
directions of health care, welfare and education. The National 
Health Policy (1982) emphasises self-help, giving of skills to non- 
professionals, encouragement to the private practitioners and 
community action. In the welfare area the legislative measures like 
the Child Labour Act (1986). The Juvenile Justice Act (1986), and 
programmes like the Integrated Child Development Scheme (ICDS) 
(1975) and the District Rehabilitation Centre Scheme (1985) have 
made services widely available as well as brought controls on child 
exploitation in the community as well as in the institutional settings. 


The above policies and programmes are defining the way 
society views problems of specific groups and provision of services. 
The scope for promotion of child mental health through ICDS is an 
excellent example. Some of the other areas in which the 
Government actions can promote mental health are: 


(i) Formulation of appropriate alcohol related policies, as 
alcohol forms a source of many physical and mental health 
problems affecting individuals, families and the community; 


(ii) Policy formulation relating to working mothers and provi- 
sion of services for children of working mothers, parental 


leave etc; 
(iii) Housing policies, especially in the urban areas; 


(iv) Appropriate Legislation relating to mental health. By 
measures that least stigmatises the care receivers, there will 
be greater possibility of the public to have positive attitudes 
to mental health. Similarly, the way mental health issues 
are reflected in the civil and criminal laws can influence the 
community attitudes and responses. A positive development 
in this area is the Mental Health Act, 1987 which would 
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(v) 


(vi) 


(vii) 


(viii) 


(ix) 


replace the Indian Lunacy Act, 1912. The Mental Health Act, 
1987 not only makes the admission for treatment easy but 
also includes the setting up of a Mental Health Authority at 
the state and central levels. 


The laws relating to family life can significantly contribute 
to promotion of mental health. The Family Court Act (1984) 
is a positive measure as it aims at ‘reconciliation’ as the goal. 


Development of services: Though this relates to care of ill 
persons, these actions have implications for the promotion 
of mental health. The easy availability of care and universal 
coverage of basic mental health services (as outlined in the 
National Mental Health Programme (1982) reduces the impact 
of the illness on the individual, family and community. The 
progress in this area is illustrative of how governmental 
action can bring about major changes at the community level 
(Srinivasa Murthy, 1981). It is significant to note that the 
National Mental Health Programme (1982) has identified as 
one of its aims, “Application of mental health principles in 
total national development to improve quality of life”. 


Support to NGOs: The most important need for promotion 
of mental health is community action. Community action has 
to be based on local norms and local resources. This type 
of a ‘self-help’ can occur chiefly from non-governmental or- 
ganisations. The Government can shape these efforts by its 
policies and programmes relating to NGOs. 


Developmental programmes: There is growing awareness 
of the role of Governmental actions that have impact on 
mental health. Some of these are: housing projects that 
worsen mental health due to inappropriate design; industrial 
development projects that destroy local culture and lead to 
family disruption; widespread use of pesticides which can 
lead to brain damage; and provision of appropriate disaster 
care. 


Social support to the elderly. Provision of welfare measures 
like pension, family support, medical care to the elderly that 
optimises their functioning and family and social integration 
can promote mental health of the elderly. 


The above areas are illustrative and not comprehensive. It 


identifies areas of governmental action that can contribute to the 
Promotion of Mental Health. 
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ROLE OF INTERNATIONAL ORGANISATIONS 


Promotion of mental health is an emerging agenda. Often 
there is a neglect of this area, in comparison to other areas of health 
like communicable diseases, nutrition and family planning. The 
international organisations like WHO, UNICEF, ILO, have specific 
roles in policy and programme development in developing countries. 
The positive experiences in the eradication of smallpox and the 
universal programme of immunization illustrate the role of inter- 
national organisations. In some other instances these agencies can 
bring to focus issues like human rights which may not have received 
adequate emphasis. However, this influence can be double edged. 
If the programmes are not culture sensitive they can lead to 
problems and inappropriate use of limited resources and disruption 
of the existing patterns of life. 


Some of the ways in which the international organisations 
can contribute towards promotion of mental health are: 


(1) Policy and programme development: 


The efforts of organisations like WHO can facilitate the 
development of national level policies and programmes. A positive 
example in mental health is the initiative of Division of Mental 
Health, WHO, Geneva from the 1970s. The publication of the 
document ‘organisation of mental health services in developing 
countries’ (Technical Report Series, 564, 1975) was largely 
instrumental in development of mental health programmes in a 
number of developing countries. This initiative has become the focal 
point for a number of initiatives in the area of mental health (Wig, 
1989). 


(2) Sharing of know-how: 


This is an important contribution from international organi- 
sations. The area of promotion of mental health depends on 
Pyschosocial factors both in causation as well as the intervention. 
It is often considered that promotion of mental health is not cost- 
effective in developing countries. However, by avoiding the pitfalls 
and negative experiences of the developed countries, developing 
countries can appropriately utilise the limited resources. An 
illustrative example is in the area of disaster care, where the 
accepted focus now is not provision of external professionals but 
utilisation of the local community resources. Another emerging area 
for sharing of information is the AIDS related mental health issues. 
The free sharing of ‘know-how’ could accelerate the development of 
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promotional activities in the broad area of mental health. 
(3) Support to national efforts: 


The area of promotion of mental health is strongly rooted in 
cultural, social and political aspects of the countries. Often due 
to the paucity of funds, the initial experiments are likely to be of 
small scale in terms of aims, population covered, range of activities, 
etc. Examples of such efforts are the promotion of child mental 
health in the school programmes in Pakistan and Iran and the crisis 
intervention activities in India. These initial efforts receive national 
recognition often when international organisations study them and 
share them with other countries. Another aspect of this need is 
the importance of evaluation by an outside group. In both these 
roles international organisations can play an important role. 


(4) Intersectoral cooperation: 


Promotion of mental health involves actions by a number of 
sectors and at many levels and over long periods of time. It is often 
noted that the activities of the different sectors are not coordinated 
due to problems of territoriality, lack of awareness of ongoing work 
and other personal factors. The availability of a neutral setting of 
an international seminar, conference, or a consultant can bring 
together the different groups to coordinate the work so that it can 
lead to larger programmes. The international organisations can 
specially play the role of ‘mediator’ and to break barriers and build 
bridges within and across the national initiatives. 


(5) Funding: 


The initial funding support for innovative efforts can prove 
valuable when the existing system is not able to provide funds and 
consider the need as not important, as in the case of promotion 
of mental health. In India and other developing countries, a number 
of effective initiatives have depended on such initial funding 
supports. However, in this area of funding, it is important that the 
funding is kept to realistic levels in terms of manpower support and 
materials, to avoid the later stage problems of large scale replication 
and extension. 


In summary, with the shift in focus of the goals of the 
developing countries in the health, welfare, education, social and 
developmental sectors, the PROMOTION OF MENTAL HEALTH will 
become important. Promotion of mental health has to be rooted 
at the level of individual actions and strengthening of the family. 
Support from national and international organisations is important. 
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In these efforts, the individuals, families, communities and national 


and international organisations should be partners working towards 
a common goal. 
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ROLE OF NON-GOVERNMENT ORGANISATIONS 
IN PROMOTING MENTAL HEALTH 


Fr. JOHN VATTAMATTOM SVD 


Executive Director, 
Catholic Hospital Association of India 


SECUNDERABAD 


Some three years ago I happened to visit one of the member 
institutions of CHAI, a hospital taking care of mentally ill persons. 
What I saw there was rather shocking. I could not but think of 
this situation ever since I visited that hospital. There were any 
number of explanations about the situation. The Sr. Doctor told 
me, “I hardly get any time for rest. Even if we have 5 such hospitals, 
we could not cater to the people who come here". I asked her: “Have 
you ever studied the reasons for so many young people coming to 
your hospital”? She told me there is hardly any time to do so. They 
were so busy to take care of people who seek admission. 


In the month of May this year, Mr. P. O. George and Fr. Alex 
came to Hyderabad. They talked about their plans for a workshop 
on mental health. Ever since my visit to that hospital, I could not 
but speak about this particular problem. We discussed about this 
and I can state with happiness that the end product of that 
discussion is this national workshop. It is hoped that this workshop 
will help us to understand the complexities of the problem of mental 
health and enable us to understand how we can prevent mental 
illness and promote health. And in this context the specific role 
of the voluntary sector. Not just this workshop. But what we are 
going to do after this. 
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We have discussed many things; many suggestions have 
come. But the question is: who will do all these things? In a country 
like India, in the present context where we lack leadership in every 
sphere, the role of NGOs in promoting mental health assumes great 
emphasis and importance. The reason is simple. No government 
of any kind can cope with the situation when the extent of the 


problem is so large. So it is quite natural that the NGOs will have 
to come in. 


Of course, we should remember that there are NGOs and 
NGOs. | am referring here to the genuine bonafide organisations 
with a great amount of credibility and who are interested in people. 
The biggest claim of any NGO is its proximity to people and their 
problems. The NGOs who have their roots in the community and 
people have a great role to play in the community and the country 
at large. NGOs also enjoy usually the characteristics of non- 
formality and flexibility. This enables them to act promptly and 
quickly without red tapism. 


Nothing short of a true partnership between them and the 
government can bring about the desired results. In this country we 
have a long way to go towards this partnership. At best the NGOs 
are tolerated, often they are suspected, even they are harassed. Our 
experience by and large is that very often NGOs are left with the 
poor people to look after but with no resources especially in the 
remote rural areas. There are of course exceptions. But in this 
case, they are depending on the good will of the people and the 
benevolence of an officer here or there. 


If our aim is to bring about healthy communities and a 
healthy nation, then we need to change our attitude and also our 
policies. An atmosphere of partnership and working together hand 
in hand will have to be developed between the government and 
voluntary organisations. What is to be avoided mainly is the ‘Holier 
than thou’ attitude from both sides. 


Regarding the type of NGOs, there are, all types of NGOs of 
size, shape and colour and what not? There are also NGOs based 
on their area of operation. We can say the international NGOs, the 
national NGOs, the regional NGOs, the local NGOs. There is another 
term called GONGOS, ie, governmental non-governmental organi- 
sations, may be what we call the semi-governmental organisations. 


Now we need to examine as to what can be done by the NGOs 
in promotion of mental health. | would immediately think of two 
approaches: Firsty fighting against all those factors that contribute 


149 


to the onset of mental illness and secondly promoting those factors 
and values that contribute towards mental health. 


You are aware that I am not a medical person; as a catholic 
priest and social worker my interest is in the health of the people 
especially the poor and the disadvantaged. As a person heading 
perhaps the biggest national NGO in the field of health care, I have 
the opportunity to go around the country and experiencing and 
knowing more about their problems. Perhaps that would be my 
claim for saying a few things about the role of NGOs in promoting 
mental health. 


Now coming to the factors that contribute towards the mental 
illness, one major factor is exploitation. NGOs are the best suited 
for fighting against exploitation of any kind and it is common 
knowledge that exploitation has become the order of the day. Social, 
economic, political, cultural and religious exploitations are part of 
your daily life. All these have a direct bearing on mental illness. 
It is here that we have to work towards the eradication of the root 
causes of mental illness or any illness for that matter. We are living 
in a sick society. Mental illness is only a symptom of this sick society. 
The solution of this cannot be just clinical and individual, With all 
our moder health care institutions, however efficient and 
sophisticated they are, we can only take care of the symptoms and 
not the root causes. It is here that the NGOs will have to come 
in; a new diagnostic procedure will have to be adopted. The real 
causes will not be found in the existing type of diagnostic procedures 
we have. Even if you use the scanners and all the latest technology 
that are available you will still find only the syptoms not the root 
causes. Here we need to have a socio-economic, political and 
cultural analysis in order to find the root causes of the real problems 
and illnesses. 


Mention was made here about the political will. This is very 
much needed coupled with courage, conviction and commitment to 
people in order to tackle the problems of exploitation. 


One thing to be specially mentioned in connection with 
mental health is about the religious exploitation. While other 
exploitations are among the causes of mental illness, the religious 
exploitation comes both as a cause and solution. Mentally ill 
patients are the most harassed ones by religious exploitation. 
Priestly classes often exploit the people by offering solutions. Here 
I think science will have to take supremacy over the so-called 
religion. It is therefore the role of the NGOs to impart this scientific 
knowledge to people particularly regarding the mental illness and 
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save the people from the evil designs of the priestly class. 
Superstition is also very much linked up with the religious 
exploitation and others. 


Corruption has become the order of the day, It looks like it 
has come to stay. Here again, the political will is necessary to meet 
this menace. | shall not say more about this at this juncture. We 
may require a couple of workshops on this topic itself. However, 
NGOs can contain it if concerted efforts are made. 


Let us come now to a few positive points the NGOs can do 
when we think of promoting mental health. First of all, I would 
consider mass education. This is a very crucial factor in many 
cases, especially in promoting mental health. Only NGOs can do 
this. Education of people is the main solution for this. One thing 
any one is afraid of is the power of the people. Ultimately it is the 
people who will have to take the responsibility of maintaining their 
health. At a time when looking to the west for anything and the 
craze for the foreign is the fashion of the day, mass education 
assumes greater importance. 


Much has been said about the life styles. We need to recall 
those things here. We need to develop a counter culture against 
those tendencies. Sometime back in a seminar conducted in the 
diocese of Tellicherry, Bishop Sebastian Vallopally told us one 
simple but remarkable thing relevant to promotion of mental health. 
He told the participants: “To maintain health you have to do 3 
things- do not smoke, do not drink and do not worry”. For the 
third one, for not worrying, he recommended two steps: “Do not 
worry over the spilt milk” and “Do not cross the bridge before you 
come to it”. You will recall that Mr. Govind Bharatan stressed the 
importance of the present moment. In our terminology we call it 
the sacrament of the present moment. I think this little advice given 
by the Bishop is very pertinent here. 


Family education: The role of families in promoting mental 
health can hardly be exaggerated. Much has been said already 
about the importance of it. Here again the NGOs have a big role 
to play especially in the preventive and promotive aspect of mental 
health. . 


Training and orientation are vast fields open to NGOs and 
much has to be done still. Here we should also find out the 
possibilities of entering into Governmental sector and even training 
and orienting the personnel involved in various services there. 


These things are being done in many places now. 
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Preparation of resource material, especially, the use of print 
media. We do not have very much teaching materials and 
communication aids. I think NGOs have a role in providing the 
community and various groups with necessary materials needed for 
promoting mental health. Here again, our traditional media are 
losing ground. 


Research and innovative approaches. Here again we have 
seen how much is to be done for implementing what we have 
suggested so far. We need more data and information. Informa- 
tion is power. The most powerful person is the one who holds 
information and not money. Here again, it is the NGOs who have 
the opportunity and freedom to do so. 


Service with love. This is the key role of NGOs. This is 
the experience of many people. There is a difference in the service 
we get in the voluntary sector and that in the government sector, 
especially in mental asylums in different parts of the country. 


Community involvement. Here again the NGOs have a big 
role to play. Without the involvement of the community, nothing 
can be done with regard to change of attitudes and so on. You 
may be able to impose something by law but you know what is the 
result of it in the end. Capacity to question, challenge the present 
system and to bring about a change in the systems as well as 
structures are needed. Charity approach is not enough. NGOs are 
the best to do it. But there is a danger of being absorbed into the 
system or in similar systems unless one is meticulously honest and 
careful. 


A word about the role of the press. This has also been 
mentioned here. I think it was Prof. Kapur who made a critical 
comment on the press. I personally would go a step further. First 
of all, I do not know where to place them, whether they are NGOs, 
GONGOS or GOs. I am not quite sure about their stand. To speak 
about the freedom of the press, I have my serious doubt, to what 
extent it is there. Classical example is the coverage we get for 
various events that are taking place in the country. Sometime back 
in a paper, there was a news item, quarter page size with photograph 
of the Chief Minister of the State watching the new animal that was 
brought into the zoo. I was quite amused by it. What an important 
thing to occupy the front page of the paper! I am sure that many 
other things would have taken place in that very city, on that very 
day but nothing was covered. Many people with considerable 
knowledge have said many things in this workshop, but how much 
of it has been covered? Pardon me for the expression, but if a 
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minister had come, everything would have been covered. That is 
the type of the freedom of the press! So I think there is a need for 
the NGOs to question this and develop value based journalism in 
this country. This is something very very important and NGOs can 
play a role. The media has tremendous potential to bring about 
changes and to give education to the masses. 


These are a few thoughts I wanted to share with you. There 
are many more things the NGOs can do and NGOs are the ones 
best suited for this. They have very often been dreaming. These 
dreams have to be made into reality. I think the NGOs can provide 
leadership to those people who can dream and make it a reality. 


DISCUSSION 


Dr. K. J. Mathew: In the beginning I had made some points. | 
feel happy that speakers of today have emphasized the issues I had 
raised. I would like to raise a few points, perhaps a little more 
emphatically today. The first issue is that, in mental disorder, there 
is an intricate kind of relationship between the biological and the 
social processes. You cannot separate the two. That part of mental 
health education which we think can be provided to the people is 
on the role of biological factors about which we know. 


As far as the psycho-social factors are concerned, I would like 
to emphasize what we can do is not very different from what we 
can do in the matter of community development. You cannot 
separate the issues of mental health and say:’...' let us attend to 
this" It is a lot related to the social injustices in our society, the 
value systems and the difference between the powerful and the 
powerless. But people with power are not willing to give it up easily. 
One will have to agitate and fight. I have very deliberately stopped 
talking about how to be more sympathetic and compassionate 
because it is very easy to say these things but nobody is going to 
do anything about this. We have to win our rights from those who 
have power. Mental health promotion cannot be independent of 
total community development. 


Second point I wanted to raise is that it cannot be an activity 
at a larger level because the issues are very local and have to be 
fought in that context. So if we are asking the NGOs to start working 
toward mental health promotion we must be sure that these NGOs 
belong to the place where the issues are. A group sitting in Delhi, 
Bangalore or Hyderabad is not likely to do anything in terms of 
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mental health of a far off rural area. There was a recent article 
in India Today about the Aroles in Maharastra. The kind of work 
they are doing. They did not start working on health directly. They 
started working to raise the standard of living of the people, helping 
them to understand their rights. In the process health is 
introduced. People there are healthier than anywhere else. The 
community as a whole has worked together in winning their rights. 


QUESTION: What is the relationship between family planning and 
mental health in the family? What can the government and NGOs 
do in this situation? 


Dr. Kapur We know that small families are always the mentally 
healthy families. Because of the lesser strain on them more can 
be done for the children who are there. This message is not very 
difficult to convey. If government and NGOs want to do this, they 
can easily do it. The trouble is in the way we go about conveying 
this message. The way unfortunately family planning exercise is 
conducted is by going and sort of squeezing the neck of the people. 
I object to the methodology which has been used till now. I believe 
the government and NGOs are very active at this moment developing 
a new style of family planning programmes. 


Fr. Mekkat 


The promotion of mental health, I think, the topic has two 
or three aspects: One is treatment; another is prevention. The 
stress here, I believe, is in prevention. Prevention of mental illness 
and that is the goal we are aiming at. 


Some time ago I saw a Malayalam movie called ‘Thaniyav- 
arthanam’. It is avery interesting, very well presented movie, where 
the role of the family, religion, superstitions and the role of the 
vaidyan in promoting mental health are shown. The whole society 
is depicted as promoting mental ailment. We are speaking about 
people's participation. All the people are to be involved. Family, 
teachers, children and parents can help to promote mental health, 
Above all, the media are important. 


I personally believe that in Kerala, lot of mass media is 
indirectly promoting mental ailments. Of late, I read some statistics 
where 22 per lakh of population commit suicide in Kerala. Our 
National average is 7 but in Kerala it is 22. So what does it show? 
That something is the matter and we need to think and work very 
hard to enlighten people and get these people involved in preventing 
a lot of these problems. 
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VALEDICTORY ADDRESS 


Dr. S. M. Channabasavanna 
Director 
NIMHANS 

BANGALORE 


I am extremely happy to participate in this workshop - 
Promotion of mental healh, with community participation. Here the 
key words "Promotion of Mental Health" and Community partici- 
pation" are equally important. 


Kerala state has several distinctions. It has the highest 
literacy rate, a relatively pollution free atmosphere and several 
distinctions from the health service point of view. Kerala is the 
home of a large number of health professionals working within and 
outside the country. 


From the Mental Health point of view, it was the first state 
in the Country to lead public awareness campaigns, about the 
functioning of mental hospitals and improvement of the living 
conditions of the patients. It has the largest proportion of mental 
health professionals in the country. The awareness regarding 
mental health is high. I am told that many people approach 
phychiatrists for scholastic problems, adolescent problems, marital 
disharmony etc. 


Let us now look at the health scenario in the country as a 
whole and the current trends. We still have the curative orientation. 
Preventive and promotive aspects of health care are not given 
sufficient importance. However there is a discernible shift from 
the diseased organ approach to the holistic approach. There is also 


156 


a shift from institution orientation to community orientation and 
from government sector to non-government sector. 


During the last century and early part of this century more 
attention was given to communicable diseases like plague, cholera 
and smallpox, which were taking a heavy toll. With the control of 
communicable diseases more and more attention is being directed 
to other problems like mental illness, heart disease, diabetes, road 
accidents etc. 


Let us consider the causes of diseases outside the diseased 
organ. In recent years attention has been drawn to the importance 
of behaviour. It is stated that behaviour is the chief determinant 
of health. Unhealthy behaviour and industrialization are becoming 
the common causes of ill health and disability all over the world. 
Modification of life styles, which includes environment and 
behaviour, goes a long way in the prevention of non-communicable 
diseases especially mental illness. I would like to deal with some 
health damaging behaviour : 


a) High risk behaviour among youth including drug 
abuse, sexual poromiscuity, reckless driving and 
challenging established guidelines for health etc. 


b) Tobacco and alocohol related problems. 
c) Family Violence. 


d) Mental disharmony, family breakdown, increase 
in divorce rates. 


e) Increased interest in materialistic gains, de- 
creased religiousness, increased antisocial activ- 
ity. 


f) With increased life expectancy, the proportion of 
older individuals has increased giving rise to 
special problems of the old age population. 


Elimination of certain diseases would not by itself give 
happiness or well-being. Our aim in preventive and promotive 
aspects is to improve the well-being and thus the ‘quality of life. 
Mental health will improve with the quality of life. 


In planning promotion of mental health, it is always better 
to be more specific and start with a target population like children, 
adolescents, the elderly, women etc and start programmes for them. 
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In the process of planning the programmes, the cultural 
aspects and felt needs of the community should be taken into 
account. Also, take the help of other related sectors like education, 
labour, welfare etc, so that the programmes will be comprehensive 
and acceptable to the community. For example, take the case of 
promotion of mental health among the elderly. A target population 
could be people who are retiring in the next two or three years. One 
can understand their anxieties about retirement and plan 
intervention. This would include education about a reasonable life 
style, preventive health check up, finance management, counsel- 
ling about family relations and responsiblities. 


Similarly, in planning school mental health programmes, the 
teachers, parents and mental health professionals could join a team. 
It is found that good academic achievment and involvement in 
sports activity to be a deterrent to drug abuse. 


Community participation is another key word of this 
workshop. This would mean the participation of the people, leaders, 
institutions and organizations. The community is aware of its needs 
and problems. The community should be made aware of services 
and facilities available and of the efficacy and usefulness of those 
services. The community involves consciously and actively in the 
implementation of new strategies for betterment. 


Health behaviour is interwoven with individual and social 
ties which in tum give community support to the individual. 
Community support will provide necessary motivation to engage in 
and maintain health promoting behaviour like proper nutrition, 
physical exercise, adherance to medical regimen during illness etc. 
Community support forms an important determinant of adjustment 
to illness or disability. In serious mental disorders community 
support facilitates medical care and slows down deterioration. 


In our country there are a large number of voluntary agencies 
engaged in various types of activities. Some are doing work 
exclusively in the field of mental health-different areas like mental 
retardation or schizophrenia. We should be aware of these 
institutions and individuals and the knowledge gained by these 
could be shared by good networking. Community participation 
would also mean involvement of persons engaged in other areas of 
activity. This will help to plan out comprehensive programmes 
aimed at total development. 
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Health education forms another area of importance. High 
literacy level as found in Kerala, facilitates easy access to 
information and paves way for its effective untilization. Well 
planned family life education would contribute towards family 
mental health. Health education should also advocate healthy 
leisure time activities and healthy coping styles. These would 
improve a person's ability to face stress and maintain a high level 
of mental health. Higher the level of mental health in the individual, 
better will be his contribution towards promotion of mental health. 


Culture and tradition are important factors to be considered 
while planning productive activities. Many of our cultural practices 
like ceremonies related to marriage, childbirth and death facilitate 
social support. Similarly the richness of tradition that prepares one 
for marriage and the adult role should be utilized to prevent marital 
disharmony. Strong family bond exists in our country. All efforts 
should be made to sustain this. We should also show more interest 
in introducing spiritual elements in the primary school education. 


My esteemed collegues have dealt with the history of mental 
health care and its development to the present state. In our country 
mental health problems are enormous and the services available 
are highly inadequate. It is estimated that less that 10% of the 
people who need help are getting it. 


Of late the government is introducing activities related to 
prevention of drug abuse, AIDS, environmental pollution etc. It is 
for the professionals and the community to make the preventive and 
promotive activities a felt need for the government to acts wiftly. 
Only through a collective approach and coordinated efforts of mental 
health professionals, volunatary agencies and government will be 
able to achieve this. 


In 1982 the government formulated the National Mental 
Health Programme which discussed the future action plan. It aims 
to take mental health care to the doorsteps of the people, utilizing 
the existing infrastucture. In this, maximum attention is given to 
the preventive, promotive and rehabilatative aspects. I am sure, 
with the active participation of the community, we will be able to 
achieve these goals in the near future. 
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STATEMENT 


We, the participants of the Workshop on Promotion of Mental 
Health with Community Participation, held on 11,12 and 13 
November, 1991 at Ashirbhavan, Kochi, Kerala., 


Reflecting on the enormity of the problem of mental illness and 
disability and the need for promotion of mental health, as an 
integral part of health for all, as a continuous process, involving 
all persons of all ages and persuasions, 


Considering the general and specific measures necessary to ensure 
positive mental health of the individual, the family and the 
community and primary prevention of mental illness, 


Deliberating on the need to come and work together as a team to 
promote a people's movement for promotion of mental health, 


CONSIDERED THAT: 
1) It is necessary to clarify better the concept of mental health. 


2) Promotion of mental health is a process of enabling the people 
to improve the mental health of all. 


3) We must produce mental well-being in all, caring for onself 
and for others. 


NOTED THAT: 
1) It is the responsibility of all persons, whether they belong to 


the health, social, educational or other sectors to promote 
activities conducive to mental health. 
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2) 


3) 


Mental health is a primary requisite for the improvement of 
the quality of life. 


Mental health can be achieved only through a helpful, 


supportive socio-economic-political system, with a more just 
society and equity. 


OBSERVED THAT: 


1) 


It is essential to have proper value systems in the family, 
education systems and society, to be internalised by all per- 
sons. 


2) Arts and crafts must be encouraged in all schools and 
educational institutions as a means to promote better mental 
health. 

3) Teachers and parents must be enabled to have adequate 
knowledge, skills and attitudes to foster better mental health 
in the children. 

4) It is necessary to have a caring and loving support of all people 
at work or play and in all situations. 

PLEDGED TO: 

1) Work towards the promotion of mental well-being in all, 

2) Form a network of all people and organisations, Governmen- 


tal or non-governmental, to initiate and continue the efforts 
to bring about mental health in all. 
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RESOLUTIONS 


We, the participants of the Workshop on promotion of Mental 
Health with community participation, held on 11,12 and 13 Novem- 
ber, 1991 at Ashirbhavan, Kochi and co-ordinated by the Centre for 
Health care Research and education Rajagiri College of Social 
Sciences, Rajagiri P.O. Kalamassery, 683 104, Kerala, Resolved that: 


1) There is urgent need for creating awareness leading to action for 
better mental health. In order to achieve this objective and focus 
our attention and efforts on the need for positive mental health, 
as a community based endeavour, this workshop calls upon the 
Government and voluntary organisations interested in improving 
mental health to make a more concerted efforts in this direction. 


2) In order to achieve the objective, massive educational pro- 
grammes be started for parents, teachers, youth, youth anima- 
tors, industrial workers, workers in the unorganised sectors, 
health workers and activists and the community in general. To 
help in this process, we recommend that appropriate manuals 
incorporating knowledge, skills and attitude be produced in all 
the Indian Languages. Health education and health care activi- 
ties wherever carried out, should have mental well-being as an 
intergral part. 


3) All media, including traditional and folk arts, are to be used to 
spread the message of mental health at the grass root level. We 
shall make efforts to start a programme to inculcate healthy 
lifestyles to promote mental health, incorporating the ancient 
principles, taking what is good. We shall take all necessary steps 
to inculcate such habits and lifestyles in all, and especially in 


children, whether in school or outside it, to improve the quality 
of life. 


4) We shall form a network of individuals and organisations 
interested in Community Mental Health to exchange ideas and 
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5) 


6) 


7) 


8) 


9) 


views, be supportive of each other and help in various pro- 
grammes in community based mental health. We will also form 
a team of interested people to form an active nucleus to pursue 
action, intitiated by this workshop. 


We shall take steps to inculcate true value systems among the 
children through the educational system. We realise that in order 
that children may internalize the value system, it is necessary 
that all of us and the society in general, should practise such 
values. 


To help parents and teachers in their efforts to improve mental 
health, we shall have manuals and curricula prepared for use in 
the appropriate areas. Efforts will be made to clarify better the 
concept of mental health and its promotion. 


We shall have family life education for children in schools and 
other educational institutions, as also outside the formal educa- 
tional system through regular programmes. 


There shall be more social workers and counsellors for schools 
and colleges. We call upon the Directorates of education and 
Principals and managements of schools and colleges to appoint 
more social workers and counsellors. 


We shall be supportive of all programmes to reduce poverty, 
ignorance and injustice in the society. 


10) We call upon 


i) the Governments to have legislations to help in the improve- 
ment of mental health including laws preventing child labour, 
alcohol and drug abuse, and to have such legislations imple- 
mented, 

ii) The Media (traditional, folk, mass and others) and writers and 
other communicators to focus on mental health, emphsising 
the positive aspects; and 


iii) | The voluntary agencies, universities, colleges and schools to 


conduct workshops, similar to the present one, in different 
parts of the country. 
We appreciate the role played by the Centre for Health Care 


Research and Education with the help and support of the 
national voluntary organisations, CHAI, VHAJ and CMAI and 


request that these efforts be continued. 


12. While we resolve to undertake Programmes to promote mental 


d 
health with people's paticipation,we call upon the concerne 
authorities to declare the 90-S as the DECADE OF MENTAL 


HEALTH. 


163 


LIST OF PARTICIPANTS 


H. E. Bp.Lawrence Mar Ephraeme 
Auxiliary Bishop of Thiruvananthapuram 
Archbishop's House 

Pattom 

Thiruvananthapuram. 


Dr. James T. Antony 
Principal, 

Medical College 
KOZHIKODE 
KERALA. 


Dr. R. L. Kapur, 

Deputy Director 

National Institute of Advanced Studies, 
BANGALORE. 


Dr. C. M. Francis, 
Director, 

St. Martha's Hospital, 
BANGALORE. 


Dr. (Miss.) Grace Mathew, 

Retd. Prof. & Head, 

Dept. of Psychiatric Social Work 
JN 3/15, Flat 4 

Sector 10 

VASHI - 400 703. 

BOMBAY. 


164 


ea 


10. 


ll. 


12. 


13. 


Dr. N. A. Karim, 

Retd. Pro. Vice Chancellor, 
University of Kerala, 

21, Indiranagar, 
THIRUVANANTHAPURAM -- 5. 


Mr. P. P. Ummer Koya, 
President, 

Gandhi Peace Foundation, 
Gandhi Graham, 
KOZHIKODE, 

KERALA. 


Dr. M. Leelavathi 
Writer & Critic, 

Cochin University P. O., 
Thrikkakara 

KOCHI, KERALA. 


Dr. Ananda Mohan, 
Sanjeevani Hospital, 
Kulappully 
SHORANUR - 679 122. 


Prof. Malini Hariharan, 
Prinicipal, 

Govt. College, 
Thripunithura 
KERALA. 


Fr. John Vattamattom svd. 
Executive Director - CHAI 
PB 2126, 

Gunrock Enclave, 
SECUNDERABAD - 500 003. 


Dr. S. M. Channabasavanna, 
Director, 

NIMHANS 

BANGALORE-29. 


Dr. Shoba Sreenath, 
Associate Professor, 
NIMHANS 

BANGALORE - 560 029. 


165 


14. 


15. 


16. 


Lit. 


18. 


19. 


20. 


21. 


22. 


Mr. Govind Bharathan, 
Advocate 

High Court of Kerala, 
KOCHI. 


Dr. S. Joseph 

Medical Superintendent, 
T. M. Hospital 
Tiruvalla - 689 101. 


Dr. K. J. Mathew 
Kudakasseril House, 
KOTTAYAM - 4. 
KERALA. 


Dr. George Joseph, 
Kusumagiri Mental Health Centre 
Kakkanad 

KOCHI, KERALA. 


Dr. Seetha Lakshmi, 
Kusumagiri Mental Health Centre 
Kakkanad 

KOCHI, KERALA. 


Dr. R. M. Varma 
Professor Emeritus 
NIMHANS 

BANGALORE - 560 029. 


Dr. Mohan K. Isaac, 
Additional Professor, 
Dept. of Psychiatry, 
NIMHANS, 

BANGALORE - 560 029. 


Dr. G. G. Prabhu 

Prof. & Head 

Dept. of Clinical Psychology 
NIMHANS 

BANGALORE - 560 029. 


Dr. R. Parthasarathy, 

Associate Professor, 

Dept. of Psychiatric Social work, 
NIMHANS 

BANGALORE - 560 029. 


166 


23. Fr. Joe Mekkat SJ 
Socio-Religious Centre 
Christ Hall, 
Malapparamba 
KOZHIKODE, KERALA. 


24. Mr. M. R. Bhaskaran 
Employee Assistance Officer, 
FACT 
UDYOGMANDAL, KERALA. 


25. Sr. Alphonsa Pathrapankal 
Medical Trust Hospital 
Mundakayam East P. O. 
IDUKKI - 686 513. 


26. Sr. Rosamma John 
CHAI 
Gunrock Enclave 
SECUNDERABAD - 500 003. 


27. Mr. E. D. Joseph 
Clinical Psychologist 
Dist. Hospital, 
KANNUR - 670 017. 


28. Fr. M. K. George 
Director 
Loyola Extension Services, 
Sreekaryam 
THIRUVANANTHAPURAM - 696 017. 


: 29. Mr. Rajan Mathai, 

j Clinical Psychologist 

| Kusumagiri Mental Health Centre, 
Kakkanad, KOCHI. 


30. Prof. Vijaya Mukundan, 
St. Teresa's College, 
ERNAKULAM, KERALA. 


; 
31. Mr. N. R. Menon, 
Director, 
Master Coaching Board 
Kochi - 17. 


167 


32. 


33. 


34. 


35. 


36. 


37. 


38. 


39. 


Fr. Joseph Chittoor, 
Catholic Church 
Seethamount P. O. 
Pulpally, 

WYNADU DIST, KERALA. 


Dr. Praveen Lal, 
Dept. of Psychiatry, 
Medical College, 
KOTTAYAM, KERALA. 


Mr. Titus Poovankulam 
Director, 

SOS Children's Village 
Edathala P. O. 

Aluva, Ernakulam Dist. 
KERALA. 


Sr. Isidore CSN 
Lecturer 


Morning Star Home Science College 


Angamaly 
ERNAKULAM DIST., KERALA. 


Fr. Philip Kallarackal, 
Administrator, 

Foundation for Alternative 
Medical Sciences, 
Palarivattom, Kochi 
KERALA. 


Fr. Varghese Puthussery 
Director, 

Santhwana Counselling Centre 
Kacheripady 

KOCHI, KERALA. 


Fr. V. C. George SJ 
St. Xavier's College, 
THIRUVANANTHAPURAM - 86. 


Sr. Rani Josepha, 
Medical Mission Sisters, 
Opp. Collectorate 
Kottayam, KERALA. 


168 


eS ——- SoS 


40. 


41. 


42. 


43. 


44. 


45. 


46. 


47. 


Ms. Malathi K. 
Pychiatric Social Worker 
42, I Floor 

Kamdar Nagar 
Nungambakkam 
MADRAS - 600 034. 


Mrs. Lata M. Jacob, 
40/B Lazer Layout, 
3rd, Ist Cross Road, 
Frazer Town, 
BANGALORE. 


Dr. P. C. George, 

Area Manager - CMAI 

PB 8432, 

9/30, Karamchand Layout, 
10th Cross, Hennur Road, 
Lingarajapuram, 
BANGALORE - 560 084. 


Sr. Dr. Betty, 

St. Joseph Dispensary 
Anjumoorthy - 678 692. 
Vadakkunchery 
PALAKKAD DIST. KERALA. 


Mr. K. S. D. Murthy 
Clinical Psychologist 
Medical College P. O. 
THIRUVANANTHAPURAM, KERALA. 


Mr. Cyriac George 
9/30, K. C. Layout, 
Lingarajapuram, 
BANGALORE - 560 084. 


Dr. Jose Joseph 
PRACHAR 

M. G. D. M. Hospital, 
Kangazha, Devagiri Post, 
KOTTAYAM, KERALA. 


Dr. Jagadambika, 
Clinical Psychologist 
District Hospital 
ERNAKULAM, KERALA. 


169 


48. 


49. 


50. 


3s) ee 


52. 


53. 


54. 


55. 


56. 


Fr. Thomas Njarackal VC 
Director 

Centre for Rural Development 
Angamaly South P. O., 
ANGAMALY, KERALA. 


Sr. (Dr.) Kochuthresia, 

Prof. & Head, 

Dept. of Social work, 

Rajagiri College of Social Sciences, 
KALAMASSERY - 683 104. 


Fr. Jose Alex CMI 

Principal 

Rajagiri College of Social Sciences, 
KALAMASSERY - 683 104. 


Mr. P. O. George 

Director - CHCRE 

Rajagiri College of Social Sciences, 
KALAMASSERY - 683 104. 


Mr. M. P. Joseph 

Social Scientist - CHCRE 

Rajagiri College of Social Sciences, 
KALAMASSERY - 683 104. 


Mrs. Asha P. Rao, 

Research Assistant. - CHCRE 
Rajagiri College of Social Sciences, 
KALAMASSERY - 683 104. 


Mr. I. V. Soman, 

Programme Officer - CHCRE 
Rajagiri College of Social Sciences, 
KALAMASSERY - 683 104. 


Mr. P. T. Girijan, 

Administrative Assistant - CHCRE 
Rajagiri College of Social Sciences, 
KALAMASSERY - 683 104. 


Mr. C.A. Aijan 

Administrative Assistant - CHCRE 
Rajagiri College of Social Sciences, 
KALAMASSERY - 683 104. 


170 


57. 


58. 


59. 


60. 


61. 


62. 


63. 


65. 


Miss. Padmaja Nair, 

Co-ordinator, 

V. C. A, 

Rajagiri College of Social Sciences, 
KALAMASSERY - 683 104. 


Mrs. Lizy Joseph, 

Lecturer, 

Rajagiri College of Social Sciences, 
KALAMASSERY - 683 104. 


Miss. Pauline D'Cunha, 

Lecturer, 

Rajagiri College of Social Sciences, 
KALAMASSERY - 683 104. 


Dr. Elzheba Mathew, 

Lecturer, 

School of Behavioural Sciences, 
Gandhinagar, 

KOTTAYAM, KERALA. 


Mrs. Mary George 

Loyola Family Extension Services, 
Loyola college, 

TRIVANDRUM - 17. 


Fr. George Moonjeli, 
Little Flower Hospital 
Angamaly, 
ERNAKULAM, KERALA. 


Fr. John Manipadam SJ 
Faculty Member 

Cok. A. 

Cochin University P. O. 
KALAMASSERY, KERALA. 


Vaidyabhushanam Raghavan Thirumulpad, 
CHALAKUDY, 
KERALA. 


Dr. Krishna Prasad Sreedhar, 
Professor 

Department of Psychology, 
University of Kerala, 
THIRUVANANTHAPURAM, KERALA. 


171 


66. 


67. 


68. 


69. 


70. 


71, 


72. 


73. 


74. 


Dr. Jacob K. John, 

Prof. & Head 

Dept. of Psychiatry, 
Christian Medical College, 
VELLORE. 


Ms. Leela Menon, 
Indian Express 
Kaloor 

KOCHI, KERALA. 


Mr. C. Radhakrishnan 
Novelist 

40/303-A 

Kaloor 

KOCHI.- 17. 


Dr. Sarojini, 


Bhimadole Development Society 


Near R. C. M. Church 
Bhimadole 

W. G. District, 

A. 2. 534. 425. 


Fr. George Kolath 
Director - TRADA 


Aymanam, KOTTAYAM - 696 O15. 


Dr. Razeena Padman 
Reader 


School of Behavioural Sciences 


Gandhi Nagar Post, 
KOTTAYAM - 686 008. 


Mrs. Jabeena Abraham 
(AMPAL) 

Banerji Road, 

KOCHI - 682 108. 


Mrs. N. Navoma Maney 
Psychiatric Social Worker 
General Hospital 
ERNAKULAM, KERALA. 


Fr. Zakarias Paranilam, 
Pastoral Orientation Centre, 
Palarivattom Kochi 
KERALA. 


172 


